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On September 30, 2019, an off-site follow-up
was conducted to verify correction of deficiencies
noted at the survey of August 13, 2019.
Grangeville Health & Rehabilitation was found to
be in substantial compliance with Life Safety
Code, 2012 Edition, Existing Health Care
Occupancy, in accordance with 42 CFR 483.70
as of September 17, 2019.

The surveyor conducting the follow-up was Linda
Chaney.
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On September 30, 2019, an off-site follow-up
was conducted to verify correction of the
deficiency noted at the survey of August 13, 2019,
Grangeville Health & Rehabilitation was found to
be in substantial compliance with Emergency
Preparedness Rule established by CMS as of
September 12, 2019.

The surveyor conducting the follow-up was Linda
Chaney.
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