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E 000 | Initial Comments E 000

A recertification survey was conducted at this facility
from 12/08/2025 through 12/10/2025. A sample of Please start typing your responses here:
three clients was selected from a census of six. The
survey was conducted utilizing the focused
fundamental survey process.

The findings of the survey were based on
observations, interviews and a review of the
facility's emergency preparedness program.

E 035 | LTC and ICF/IID Sharing Plan with Patients E 035
CFR(s): 483.475(c)(8)

§483.73(c)(8); §483.475(c)(8)

*[For LTC Facilities at §483.73(c):]

[(c) The LTC facility must develop and maintain an
emergency preparedness communication plan that
complies with Federal, State and local laws and
must be reviewed and updated at least annually.
The communication plan must include all of the
following:]

*[For ICF/IIDs at §483.475(c):]

[(c) The ICF/IID must develop and maintain an
emergency preparedness communication plan that
complies with Federal, State and local laws and
must be reviewed and updated at least every 2
years. The communication plan must include all of
the following:]

(8) A method for sharing information from the
emergency plan, that the facility has determined is
appropriate, with residents [or clients] and their
families or representatives.

This STANDARD is not met as evidenced by:

Based on interviews and record reviews, the facility
failed to ensure that each client's family
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member or representative received information
regarding the facility's emergency preparedness
program (EPP), for one of the three clients in the
sample (Client #2).

Findings included:

On 12/10/2025 at 1:30 PM, a review of the facility's
emergency preparedness program, dated
09/17/2025, showed no evidence that the EPP was
shared with the clients' family members and/or
guardians.

During interview on 12/10/2025 at 2:15 PM, the
Program Director confirmed that the most current
EPP was not shared with the family members and
guardians.
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