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{F 000} INITIAL COMMENTS {F 000}

 On 12/14/23, an offsite desk Review was 
conducted for Seaside Rehab & Health Care for 
the purpose of following up on the investigations 
for complaints #ME00044951 and #ME00045006 
dated 10/3/23. It was determined that Seaside 
Rehab & Health Care is in compliance with 42 
CFR Part 483, Subpart B, Requirements for Long 
Term Care Facilities.
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other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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