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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, and  patient care 

conversion rooms per ISDH CSHCR: Program 

Advisory Letter Number: AC-2020-02-HOSP.

Facility Number:  005054

Survey Date:  4/22/2020

The following patient rooms were successfully 

verified as negative pressure:

2210, 2209, 2208, 2207, 2206, 2205, 2204, 2203, 

2202, 2461, 2462, 2463, 2464, 2465, 2601, 2602, 

2603, 2604, 2605, 3301, 3302, 3305, 3306, 3307, 

3308, 3309, 3310, 3313, 3314, 3315, 3316, 3317, 

3318, 3319, 3320, 3321, 3322, 3323, 3324, 3325, 

3326, 3327, 3329, 3330, 3331, 3332, 3333, 3334, 

3335, 3336, 3337, 3338, and 3339.

The following patient rooms failed to be 

successfully verified as negative pressure: None.

The following patient rooms were converted from 

cardiology short stay rooms to critical care rooms:  

2401, 2402, 2403, 2404, 2405, 2406, 2407, 2409, 

2410.   Longterm Care rooms 4401, 4403, 4404, 

4405, 4406, 4407, 4408, 4409, 4410, 4411, 4412, 

4413, 4414, were converted to overflow inpatient 

rooms. Per ISDH CSHCR: Program Advisory 

Letter Number: AC-2020-02-HOSP.

The following rooms failed to be successfully 

converted:  None.

QA:   4/30/2020
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