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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
COVID-19 Focused Survey was conducted on
1/5/2021. The facility was in compliance with
E0024 of 42 CFR Part 483.73, Requirements for
Long Term Care Facilities.

F 000 | INITIAL COMMENTS F 000

An unannounced COVID-19 Focused Infection
Control Survey was conducted on 1/5/2021. The
facility was in substantial compliance with 42 CFR
Part 483.80 infection control regulations, and had
implemented the CMS and Centers for Disease
Control (CDC) recommended practices to
prepare for COVID-19

On 1/5/2021, the census in this 60 certified bed
facility was 49. The survey sample consisted of
five current Resident record reviews.

There were 43 positive COVID-19 cases in the
facility at the time of the survey. The last facility
wide testing was conducted on 1/4/2021 that
included five residents and 40 staff; the results for
the residents were pending at the time of the
survey; 100% of the staff tested negative.
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