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FO000 INITIAL COMMENTS

A paper follow up was conducted on 12/4/25 through
12/5/25 and the facility is back into compliance
effective 11/10/25. Event ID: 1D9C42-H2.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
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participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1D9C42-H2 Facility ID: 923156

If continuation sheet Page 1 of 1



