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E 000 Initial Comments E 000

 A COVID-19 Focused Emergency Preparedness 
Survey was conducted on June 11, 2020 through 
June 12, 2020. The facility was found to be in 
compliance with 42 CFR §483.73 related to 
E-0024 (b)(6).

The survey was conducted by:

Cecilia Stockdill, RN, Team Coordinator
Jenny Walker, RN
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 The following deficiency was cited during a 
COVID-19 Focused Infection Control survey 
which was conducted on June 11, 2020 through 
June 12, 2020. 

The survey was conducted by:

Cecilia Stockdill, RN, Team Coordinator
Jenny Walker, RN

Survey Abbreviations:

DON = Director of Nursing
IV = intravenous
LPN = Licensed Practical Nurse

The F880 Infection control tag was deleted after 
IDR Supervisory review on August 20, 2020 by:

Belinda Day, RN, Long Term Care Co-Supervisor
Laura Thompson, RN, Long Term Care 
Co-Supervisor
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