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 A 000 Initial Comments  A 000

On November 24, 2020, an unannounced survey 

was conducted to investigate self-reported 

incidences of COVID-19 disease outbreaks.

This is a 42 bed Specialty Care Assisted Living 

Facility (SCALF) with a census of 30. 

No complaints were investigated during this 

survey. No deficiencies were cited during this 

survey.

The facility was found to be in substantial 

compliance with the Rules of the Alabama State 

Board of Health (SBOH), Alabama Department of 

Public Health (ADPH), Chapter 420-5-20, 

Alabama Administrative Code, Specialty Care 

Assisted Living Facilities.

DEBRA FREEMAN, REGISTERED NURSE
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