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 *EMERGENCY PREPAREDNESS*

Survey conducted on 05/29/24 reveals the above 

facility meets all applicable Federal, State and 

local emergency preparedness requirements.

No deficiencies were cited.
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following 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 deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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