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A recertification survey was conducted by
Healthcare Licensing and Surveys from 8/23/21
10 8/25/21. Based upon the findings of the survey
team, it was determined the facility was in
comptiance with Federal requirements.

in addition, a COVID-19 focused infection control
survey, which included a review of emergency
preparedness requirements, was conducted on
8/23/21 to 8/25/21. Based upon the findings of
the survey team, it was determined the facility
was in compliance with Federal requirements.

MZZ/Z'//(??/ CFy 4’/672/

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statermnent 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 80 days
fellowing 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 deficlencles are cited, an approved plan of correction Is requisite to continued

program participation.
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