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E 000 Initial Comments E 000

 A Focused Infection Control Survey was 

conducted on 5/20/20. The facility was found in 

compliance with CFR 483.73, Emergency 

Preparedness. Event ID # 312311.

 

F 000 INITIAL COMMENTS F 000

 On May 22, 2020 the facility was provided an 

amended 2567 survey report. An Administrative 

Informal Dispute Resolution deleted tag F-880 

from the report. As a result no citations were cited 

during this Focused Infection Control Survey. 

Event ID #312311.
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