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 S 000 Initial Comments  S 000

INITIAL INSPECTION FOR LICENSURE of NEW 

or RENOVATED LONG TERM CARE 

FACILITIES

INSPECTION DATE: 1/21/2021

NO DEFICIENCIES WERE NOTED DURING 

THE INSPECTION OF THE TRANSFER OF 178 

BEDS FROM ANOTHER FACILITY. MULTIPLE 

ROOMS WERE CONVERTED FROM 

SEMI-PRIVATE TO PRIVATE; 3-BEDDED TO 

2-BEDDED ROOMS.  ONLY COSMETIC WORK 

WAS NOTED.

THE BUILDING MAY NOT BE OCCUPIED UNTIL 

YOU RECEIVE FORMAL NOTIFICATION BY 

THE LICENSING PROGRAM.
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