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E 000 Initial Comments 

Surveyor: 32973 
The following reflects the findings of the California 
Department of Public Health, during an 
Emergency Preparedness recertification survey. 
The findings are in accordance with 42 Code of 
Federal Regulations (CFR) 483.73, Requirement 
for Long Term Care (LTC) Facilities. 

Representing the California Department of Public 
Health: 
32973 

The facility is not in substantial compliance with 
42 CFR 483.73 for Long Term Care (LTC) 
Facilities 

Census: 45 
E 006 Plan Based on All Hazards Risk Assessment 
SS=D CFR(s): 483.73(a)(1 )-(2) 

[(a) Emergency Plan. The [facility] must develop 
and maintain an emergency preparedness plan 
that must be reviewed, and updated at least 
a~nually. The plan must do the following:] 

(1) Be based on and include a documented, 
facility-based and community-based risk 
assessment, utilizing an all-hazards approach:' 

'[For LTC facilities at §483.73(a)(1):] (1) Be based 
on and ·include a documented, facility-based and 
community-based risk assessment, utilizing an 
all-hazards approach, including missing residents. 

'[For ICF/IIDs at §483.475(a)(1 ):] (1) Be based on 
and include a documented, facility-based and 
community-b~sed risk assessment, utilizing an 
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Any defi ency syr(€hfe~2!tt: ding witr{an ,a:'sterisk (*) denotes a rleficiency wh'1ch the institution may be excusE!d f{orn cPrrecting providing it iS determirkd th3it 
others feguards pro\/id ufficient p/ot;ttion to the patients. (See instructions.) Except for nursing homes,_ the f)n in s stated above are diSciosable 90 dn~s 
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