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F 000 INITIAL COMMENTS F 000

 On 6/11/24, an unannounced on-site re-visit was 
conducted at Marshall Health Care and Rehab for 
the purpose of following up on complaints 
#ME00045286, #ME00047050, #ME00047049, 
#ME00047205 and complaint #ME00047156.  It 
was determined that Marshall Health Care and 
Rehab is in substantial compliance with 42 CFR 
Part 483, Subpart B, Requirements for Long Term 
Care Facilities.
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