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A complaint survey was conducted by Healthcare
Licensing and Surveys from 1/19/22 to 1/20/22.
The survey was prompted by com plaint intakes
LIC-21-020 and LIC-22-004. It was determined,
based upon the findings of the survey team, that
no deficiencies were identified pertaining to the |
complaint investigation. [
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In addition, a focused COVID-18 infection control '
survey was conducted by Healthcare Licensing
and Surveys from 1/19/22 to 1/20/22. Based on
the findings of the survey team, it was determined
that no deficiencies were identified pertaining to
the infection control survey.
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