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 S 000 Initial Comments  S 000

Inspection for Licensure of New and/or 
Renovated Long Term Care Facilities

Inspection Date: 3/25/22

No deficiencies were noted during the inspection 
of the expansion of the existing rehabilitation gym 
using the existing multi-purpose room.  Project A 
which included the separation and new wall 
construction of the multi-purpose room and 
Project B which included the expansion of the 
rehabilitation gym. 

The above noted areas may not be occupied until 
formal notification by the Certificate of Need and 
Licensing Division has been received.
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