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An unannounced COVID-19 Focused Survey
was conducted on 1/19-21/2021. 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# 1SCZ11
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An unannounced COVID-19 Focused Infection
Control Survey was conducted on 1/19-21/2021.
The facility was found to be in compliance with 42
CFR §483.80 infection control regulations and
has implemented the CMS and Centers for
Disease Control and Prevention (CDC)
recommended practices to prepare for
COVID-19. Event 1SCZ11
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