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{W 000} INITIAL COMMENTS {W 000}

 A second follow up was conducted on 4/21/2021 

and the w tag was corrected.

 

{W 340} NURSING SERVICES

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 

other members of the interdisciplinary team, 

appropriate protective and preventive health 

measures that include, but are not limited to 

training clients and staff as needed in appropriate 

health and hygiene methods.

This STANDARD  is not met as evidenced by:

{W 340}
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