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DEFICIENCY)
Carroll Manor makes its best efforts to 3/20/2021
E 000 | Initial Comments E 000| operate in substantial compliance with both

Federal and State laws. Submission of this
(POC) does not constitute an admission or
agreement by any party, its officers,
directors, employees or agents as the truth
of the facts alleged or the validity of the
conditions set forth on the statement of

An Emergency Preparedness Survey was
conducted on January 27, 2021, by the Department
of Health, Health Regulation and Licensing
Administration, in accordance with 42 CFR 483.73.
Based on observations, record review and staff o . -
interviews, it was found that the facility was in deficiencies. This plan of correction (POC)
compliance with Emergency Preparedness is prgpared and/ or executed because it is
requirements for Medicare and Medicaid required by State and Federal laws.
Participating Providers and Suppliers, 42 CFR
483.73.

LABO| TA RY BIREXTOR'S,0R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
(W Executive Director 3/12/2021

Any deﬁcien&y statem:ent 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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