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{A 000} Initial Comments A 000}
Asecond Revisit to 10/30/2018 Complaint
Investigation (Complaint Number: 2019013833},
a third Revisit to 08/20/2019 Complaint
Investigation {Complaint Numbers: 2018008264
and 2019012291), a Complaint investigation
{Complaint Numbers: 2020000274 and
2020001741), and a Revisit to 01/03/2020
Biennial Survey with Limited Mental Health and
Generator Monitoring were conducted at
American Welicare on 02/28/2020. There were
no deficiencies were identified at the time of
survey.
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