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 S 000 Initial Comments  S 000

Initial inspection for Licensure of New and/or 

Renovated Long Term Care Facilities

Inspection Date: 2/24/2020

No deficiencies were noted during the inspection 

of alterations to the business office area which 

included electrical, three new framed walls, 

sprinkler head relocations, new wallpaper, 

carpeting and flooring, ceiling tiles, new lighting 

and new furniture for 3 offices. No deficiencies 

were noted during the inspection of renovations 

to the lobby area included ceiling replacement, 

sprinkler head relocations and redo of all 

finishes.

The above noted areas may not be occupied 

until formal notification by the Certificate of Need 

and Licensing Division has been received.
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