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This visit was for a licensure review of patient
care rooms per ISDH CSHCR: Program Advisory
Letter Number: AC-2020-02-HOSP.
Facility Number: 005099
Survey Date: 03/04/2021
Columbus Regional Hospital rooms
Catheterization Lab Intensive Care Unit (ICU)
surge rooms were decommissioned, and
converted back to standard usage.
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