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 S 000 Initial Comments  S 000

Initial inspection for Licensure of Renovated Long 

Term Care Facilities

Inspection Date: 01/12/2024

No deficiencies were noted during the inspection 

of the Floor 1, South Wing resident rooms #117, 

118, 119, 120, 121, 122 and 123; Floor 2, South 

Wing resident rooms #217, 218, 219, 220, 221, 

222, 223; South Wing Rehabilitation room, Green 

House room, Recreation room, Annex, Plant 

Operations room, Manager's office, linen closet, 

janitor closet, oxygen closest, and Nurse station 

exit and egress corridors.  Inspection also 

included the Floor 1, South Wing Main kitchen.

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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