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i ACOVID-18 Focused Infection Control Survey

| was conducted on October 13, 2024. The facility
was found to be in compliiance with 42 CFR
§483.80 infectlon control regulations and has

. implemented the Centers for Medicare and
Medicaid Services (CMS) and Centers for
Disease Control and Prevention (CDC)

! recommended practices for COVID-18. Survey

- activities consisted of a review of 11 sampled

| residents. No deficiencies were identified.

| Resident census was 165.
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other Sﬂlegu?rds provide sumclgnt protection to the patients. (See instructions.) Excepl for nursing homes, the findings stated above are disc!asalzie'gg]::?
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