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DEER TRAIL ASSISTED LIVING

5 000; OPENING GOMMENTS S 000
Rules and Regulations utilized for this survey are

Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 0B/24/2020.

Rutles and Regulattons for Licensure of Assisted
Living Facllifies, Ghapter 4, éffective 06/28/2001.
Acomplaint survey was: donductéd by Healthigdre
nging.and Suways from 719121 16 7121/21,
Sy was prompled by complaint intake
Llc-m 017 TEw _determinéd pased upon the
findings of the lirvey team, thatno deficiencies
were identified prfdining to the €giiplaint
investigation.

In addition, a COVID-19 focused infection control
survey was conducted by Healthcare Licensing
and Surveys from 7/19/21 1o 7/21/21. It was
determined, based upon the findings of the
survey team, that no deficiencies were identified
peraining to the infection control survey.
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