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~There were no disaster drills conducted on 18t
and 3rd shif,

Disuster drilfls were not conducted on each shift
at least quarierly.

Irterview on 2/6/19 with the Administrator
revesled:

Staff changes made at the facifity,

~Confirmed disaster drifls ware not conducted at
least quartery.

-Ensure staff at the facility would conduct disaster
drifls quarterty.
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