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E0000 Initial Comments E0000

An unannounced recertification and complaint
investigation survey was conducted from 03/30/26
through 04/02/26. The facility was found in compliance
with the requirement CFR 483.73, Emergency
Preparedness. Event ID 22C4C2-H1.

FO000 INITIAL COMMENTS FO000

A recertification and complaint investigation survey
was conducted from 03/30/26 through 04/02/26. Event ID
#22C4C2-H1.

The following intakes were investigated: 2970890,
2657118, 2599974, and 866984.

10 of the 10 complaint allegations did not result in
deficiency.

Intake #2746370 was identified as a licensure complaint
during the survey process. Due to system limitations of
the internet Quality Improvement and Evaluation Systems
(iIQIES), intake #2746370 could not be removed from the
recertification and complaint investigation survey.

Intake #2741147 was withdrawn by the complainant.
The facility is in compliance with the requirements of

42 CFR Part 483, Subpart B for Long Term Care
Facilities (General Health Survey).
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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
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
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