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This visit was for a licensure review for
conversion of hospital space to patient rooms per
ISDH CSHCR: Program Advisory Letter
Number: AC-2020-02-HOSP.
Facility Number: 005093
Survey Date: 12/09/2020
The facility requested hospital space be
converted to patient care rooms, and would meet
the requirements listed in ISDH CSHCR:
Program Advisory Letter Number:
AC-2020-02-HOSP.
This request is the conversion was unable to be
verified as the space has not yet been converted,
and lacks required clinical equipment. No
estimated date of completion was available at this
time. The State will be notified when ready for
inspection.
No rooms will be indicated for negative pressure
usage.
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