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compliance.

A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted from 8/11/26
through 8/13/26. Clarkson Health Care was found in
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A recertification survey for compliance with 42 CFR
Part 482, Subpart B, Subsection 483.73, Emergency
Preparedness, requirements for Long Term Care
facilities was conducted on 8/12/26. Clarkson Health
Care was found in compliance.
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A recertification survey was conducted on 8/12/26
for compliance with 42 CFR 483.90 (a)&(h),
requirements for Long Term Care facilities. Clarkson
Health Care was found in compliance.
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;afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
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