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A COVID-19 Focused Emergency Preparedness
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A COVID-19 Focused Infection Control Survey

was conducted on 02/02/21. The facility was

found to be in compliance pursuant to 42 CFR

483.80. Total census 67.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6099 4PGB11

If continuation sheet 1 of 1



