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Surveyor: 28057
A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long’
term care facilities, was conducted from 12/1/14
through 12/3/14. Areas surveyed included Quality
of Life, Resident Rights, Nursing Services,
Accidents, Quality of Care, Resident Assessment,
and Resident Abuse. Five Counties Nursing
Home was found in compliance.
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