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A revisit was conducted on 5/20/26 for all previous
deficiencies cited on 3/10/2026. All deficiencies were
corrected and no new non-compliance was found.
The facility is in compliance with all regulations
surveyed.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
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