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{E 000} Initial Comments {E 000}

 Paper compliance to the Post Survey Revisit 

(PSR) that exited on 03/22/23 for the Emergency 

Preparedness Survey that exited on 01/09/23 was 

completed on 04/05/23.

Review Date: 04/05/23

Facility Number:  000546

Provider Number:  155473

AIM Number:  100267370

Envive of Berne was found in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.73, 

Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers.
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