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A Targeted Infection Control Survey/COVID-19
Focused Survey was conducted by the Kansas
Department on Aging and Disability Services
(KDADS) on behalf of the Centers for Medicare &
Medicaid Services (CMS) on 01/25/2021. The
facility was found to be in compliance with CMS
and Centers for Disease Control and Prevention
(CDC) recommended practices to prepare for
COVID 19. An abbreviated complaint survey was
also conducted on 01/25/2021 for complaints
#KS00156990 and KS00156598. The allegations
made in the complaints were not substantiated.
No noncompliance was found. The facility is in
compliance with all regulations surveyed.
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