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Respond appropriately to all alleged violations.

 Based on observation, interview and record review the facility failed to report results of their investigation within 5
 days of the incident to the State Survey Agency for COVID-19. --facility failed to report the results of their
 investigation after reporting that Employee A tested   positive for COVID-19. This failure could place all residents,
 families and staff at risk of not being informed of incidents that could affect their health and well being. Findings
 include: Record review of the Intake Investigation Worksheet for intake # 5 dated 4/4/20 revealed Employee A tested
   positive for COVID-19 on 3/26/20. Record review of Coronavirus COVID-19 Lab results for Employee A dated 3/25/20 at 7:50
 PM revealed Positive value. Record review of physician's report dated 3/31/20 for Employee A revealed discontinuation of
 home isolation due to meeting the CDC guidelines for home isolation due to being infected or exposed to COVID-19. Interview with
the Administrator on 4/3/20 at 11:25am revealed Employee A has not worked at the facility since 3/26/20. He further
 stated no other employees tested   positive for COVID-19. Further interview with the Administrator on [DATE]5/20 at 10:30
 am, he stated he did not submit the Provider investigation Report within 5 days of reporting the incident, but he would
 submit it today ([DATE]5/20). Record review of the Provider Investigation Report, submitted on [DATE]5/20, revealed the
 Administrator was notified on 3/26/20 that Employee A had tested   positive for COVID-19 and the employee had quarantined
 at home. Investigation summary revealed all employees (21) were tested   for COVID-19, and all tested   negative. Employee
 A was not having any symptoms during the time he tested   positive, and employee has tested   negative subsequently.
 Provider action post-investigation revealed Employee A will return to work 7 days after a negative test. All employees were screened
entering and leaving. Resident temperatures monitored every shift. All employees wear masks.
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