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INITIAL INSPECTION FOR LICENSURE of NEW

or RENOVATED LONG TERM CARE

FACILITIES

INSPECTION DATE: 7/17/19

NO DEFICIENCIES NOTED DURING THE

INSPECTION OF 5 RESIDENT ROOMS

ADDING A PRIVATE BATHROOM FOR EACH

ROOM (PREVIOUSLY, 2 BEDROOMS WOULD

SHARE A BATHROOM; THE EXISTING

BATHROOMS REMAINED AS IT)

THE BATHROOMS MAY NOT BE OCCUPIED

UNTIL YOU RECEIVE FORMAL NOTIFICATION

BY THE LICENSING PROGRAM.
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