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{F 000} INITIAL COMMENTS {F 000}

 On 11/15/2024, an on-site visit was conducted at 
Waterville Center for Health and Rehabilitation for 
the purpose of completing a follow-up to the Long 
Term Care Survey for Federal Recertification 
dated 9/17/2024, facility reported incidents 
#ME00048842, and complaints #ME00048683, 
#ME00048363, #ME00047975, #ME00047617, 
#ME00047498, #ME00047476, and 
#ME00046903.  It was determined that Waterville 
Center for Health and Rehabilitation was in 
compliance with 42 CFR Part 483, Subpart B, 
Requirements for Long Term Care Facilities.
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