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E 000 Initial Comments E 000

 A COVID-19 Focused Emergency Preparedness 
Survey was conducted by the Centers for 
Medicare & Medicaid Services (CMS) on May 20, 
2020 at Life Care of Coeur d'Alene. The facility 
was found to be in substantial compliance with 
42 CFR §483.73 related to E-0024 (b)(6).

Facility resident census: 71.  Resident sample 6

The RO Team:
Barbara Daggy RN, Health and LSC surveyor

Federal surveyors can be reached at:
US Department of Health and Human Services 
Centers for Medicare and Medicaid Services 
701 Fifth Avenue Suite 1600
Mailstop 400
Seattle, WA 98104 
206.615.2313
206.615.2088 (Fax)
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 A COVID-19 Focused Infection Control Survey 
was conducted by the Centers for Medicare & 
Medicaid Services (CMS) on May 20, 2020 at 
Life Care of Coeur d'Alene with record review 
completed on May 25, 2020. 

The facility was found to be in substantial 
compliance with 42 CFR §483.80 infection 
control regulations and has implemented the 
CMS and Centers for Disease Control and 
Prevention (CDC) recommended practices to 
prepare for COVID-19. 

Facility Resident Census 71.  Resident sample 6.

The CMS Team:
Barbara Daggy RN, Health and LSC surveyor

Federal surveyors can be reached at:
US Department of Health and Human Services 
Centers for Medicare and Medicaid Services 
701 Fifth Avenue Suite 1600
Mailstop 400
Seattle, WA 98104 
206.615.2313
206.615.2088 (Fax)
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