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E 000 Initial Comments E 000

 A recertification survey was conducted by the 

Office of Health Care Assurance on 09/03/24 - 

09/06/24 and 09/09/24 - 09/10/24. The facility 

was found to be in substantial compliance with 42 

CFR §483.73, Condition of Participation for 

Long-Term Care (LTC) Facilities of Appendix Z - 

Emergency Preparedness for All Provider and 

Certified Supplier Types, State Operations 

Manual.
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