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The visit was for a Federal re-certification survey.
Facility Number: 009567

Survey Date: 6/23-24/2021

The Surgery Center of Ophthalmologic
Consultants is in compliance with 42 CFR Part
416.40, Requirements for Ambulatory Surgery

Centers.

QA: 6/28/21
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 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
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