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On 03/08/19 an off-site follow-up survey was 
conducted, substantiating compliance for 
deficiencies found during the annual Fire/Life 
Safety survey conducted on 1/29/19. Monte Vista 
Healthcare Center was determined to be in 
substantial compliance with all Life Safety Code 
standards at this time. 
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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On 03/08/19 an off-site follow-up suNey was 
conducted, substantiating compliance for 
deficiencies found during the annual Emergency 
Preparedness suNey conducted on 1/29/19. 
Monte Vista Hills Healthcare Center was 
determined to be in substantial compliance with 
all Emergency Preparedness standards at this 
time. 
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