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On August 8, 2019, The Division of Health 

Service Regulation, Nursing Home Licensure and 

Certification conducted a revisit (paper follow up). 

The facility alleged compliance with this citation 

on July 18, 2019 but had a federal deficiency 

cited as well on the recertification survey with a 

correction date of July 25, 2019.  The facility was 

found to be in compliance effective July 25, 2019.
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 On August 8, 2019, The Division of Health 

Service Regulation, Nursing Home Licensure and 

Certification conducted a revisit (paper follow up).  

The facility was found to be in compliance 

effective July 25, 2019.
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