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(E 000} | Initial Comments {E 000}

An Emergency Freparedness revislt survey was
conducted by Healthcare Licansing and Surveys
on 09/08/2021 for deficiencles identified on
06/10/2021. All deficiencies have baen comrected,
and the fagility s now back in compliance.

{K 000} | INITIAL COMMENTS {K 000}

A Llfe Safety Code revisit survey was conducted
by Healthcare Licansing and Surveyson
09/08/2021 for the deficiencles identlfied on
610/2021. All deficiencies have been corrected,
and no new noncompliance was found. The
facility is in compliance with all regulations
surveyed.

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X89) DATE
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Any deficisncy statement ending with an asterisk (*) danotes a deficiency which the Institution may be excused from correcting providing it (# determined that
other safeguards provide sufficient protection to the patients, (Gea Instructions.) Excapt for nursing homes, the findings stated abovae are disclosable 90 daye
following the date of survay whether or not a plan of correction Is provided, For nuraing homes, tha above findings and pians of correction are disclosable 14
days following tha date these doouments ara mads available to tha facility. If deficlencies are clted, an approved plan of correction is rasuislte to continued
program participation,
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