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A 000 | INITIAL COMMENTS A 000
On 08/08/20 at 8:26 AM an entrance conference
was conducted with Facility Representatives. The (| | [ | |}~ - - - oo h B B
Facility Representatives were informed the
purpose of the visit was to conduct a Medicare
complaint srvey, o
On 09/18/20 at 10:00 AM an exit conference was
conducted with Facility Representatives. The
Facility was informed no deficiencies were cited.
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ther safeguards provide sufficient protection to the patients. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
Hlowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclasable 14
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rogram participation.
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