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On 1/31/20 an off-site follow-up survey was
conducted, substantiating compliance for
deficiencies identified during the annual Fire/Life
Safety survey conducted on 12/4/19. Lewiston
Transitional Care of Cascadia was determined to
be in substantial compliance with all Life Safety
Code standards at this time.

The surveyor completing this survey was:
Sam Burbank

Health Facility Surveyor
Facility Fire/Safety and Construction
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On 1/31/20 an off-site follow-up survey was
conducted, substantiating compliance for
deficiencies identified during the Emergency
Preparedness survey conducted on 12/4/19.
Lewiston Transitional Care of Cascadia was
determined to be in substantial compliance with
all Emergency Preparedness standards at this
time.

The surveyor completing this survey was:
Sam Burbank

Health Facility Surveyor
Facility Fire/Safety and Construction
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