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E 000 Initial Comments E 000

 A COVID-19 Focused Emergency Preparedness 

Survey was conducted on 5/6/2020. The facility 

was found to be in compliance with 42 CFR 

§483.73 related to E-0024 (b)(6), 

Subpart-B-Requirements for Long Term Care 

Facilities.  Event ID 5RZ911.

 

F 000 INITIAL COMMENTS F 000

 A complaint and focused COVID-19 survey was 

performed from 5/6/2020 through 5/8/2020. 11 of 

11 alligations were unsubstantiated. Event ID 

5RZ911.
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