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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of negative 

pressure patient rooms per ISDH CSHCR: 

Program Advisory Letter

Number: AC-2020-01-HOSP.

Facility Number:  005020

 

Survey Date:  9/3/20

The following patient rooms at Parkview Regional 

Medical Center (main campus) were successfully 

verified as negative pressure: 6138, 6139, 6140, 

6142, 6143, 6144, 6145, 6146, 6148, 6162, 6163, 

6164, 6165, 6166, 6167, 6168, 6169, 6170, 6171 

and 6172.

The following patient rooms at Parkview 

Randallia Hospital (offsite location) were 

successfully verified as negative pressure: 256, 

257, 258, 259, 260, 261, 262, 264, 265, 266, 267, 

268, 269, 270, 271, 274, 275, 276, 277, 278 and 

279.

The following patient rooms failed to be 

successfully verified as negative pressure:  None.
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