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E 000 | Initial Comments E 000

An unannounced COVID-10 Focused Survey
was conducted on 7/11/2023 through 7/11/2023.
The facility was found in compliance with 42 CFR
483.73 related to E-0024 (b) (6), subpart-B-
Requirements for Long Term Care facilities.
Event ID # N78M11.

F 000 | INITIAL COMMENTS F 000

An unannounced COVID-19 Focused Infection
Control Survey and Complaint investigation were
conducted on 7/11/2023. The facility was found to
be in compliance with the CFR 483.80 Infection
Control regulations and has implemented the
CMS and Centers for Disease Control (CDC)
reccommended practices to prepare for
COVID-19. Event ID # N78M11. The following
intakes were investigated: NC00204316,
NC00203678, NC00203654, NC00203296 and
NC00203201. 12 of the 12 complaint allegations
did not result in deficiency.
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