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.. Carroll Manor makes its best effort to operate in

E 000 | Initial Comments E 000| substantial compliance with both Fedearl and State
laws. Submission of this plan of correction does not
constitute an admission or agreement by any party,

An Emergency Preparedness Survey was its officers, directors, employees or agents as the
9 y h Y truth of the facts alleged or the validity of the

conducted on July 21, ?021’ by Fhe D_epartment of conditions set fort on the statement of deficiencies.
Health, Health Regulation and Licensing This plan of correction(POC) is prepared and/ or
Administration, in accordance with 42 CFR 483.73. executed because it is required by State and

. . ; F | Laws.
The survey found that the facility was in compliance ederal Laws

with Emergency Preparedness requirements for
Medicare and Medicaid Participating Providers and
Suppliers, 42 CFR 483.73. The facility bed capacity
is 240, the census was 177.

A

LABORAT, ECTOR'S RPFOVIDER/ U EPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Executive Director 8-19-2021

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 instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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