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This visit was for a licensure review of patient
rooms per ISDH CSHCR: Program Advisory
Letter Number: AC-2020-02-HOSP.
Facility Number: 005099
Survey Date: 1/13/2021
The following patient rooms/areas were
successfully verified as converted from Intensive
Care Unit (ICU) rooms to Catheter Laboratory
rooms: CL1, CL2, CL3, CL4, CL5, CL6, CL7,
CL8, and CLS9.
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