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{F 000} INITIAL COMMENTS {F 000}

 On 1/18/24 and 1/19/24,  off-site visit desk 
reviews were conducted for Dexter Health Care 
for the purpose of the follow up to the annual 
Long Term Care Survey Process and the 
complaint investigations of 11/8/23.  It was 
determined that Dexter Health Care is in 
substantial compliance with 42 CFR 481, 
Sub-part 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 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
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