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A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted from 
10/20/26 through 10/21/26. Areas surveyed
included infection control, wound care and 
preventative wound care measures, accuracy of skin
assessments, care plans, catheter care, incontinence
care, notification of changes in resident conditions,
proper nutrition, and sufficient staffing. Custer Care
and Rehab Center was found in compliance. 
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14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. 
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