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E 000 | Initial Comments E 000

An unannounced recertification survey was
conducted on 11/6/2023 through 11/9/2023. The
facility was found in compliance with the
requirement CFR 483.73, Emergency
Preparedness. Event ID #40OLR11.

F 000 | INITIAL COMMENTS F 000

A recertification and complaint investigation
survey was conducted 11/6/2023 through
11/9/2023. NC00193157 was investigated. Two
of the two complaint allegations did not result in
deficiency, intake NC00193157. Event ID #
40LR11.

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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