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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Complaint 

Investigation (CI MS #22956, CI MS #23007 and 

CI MS #23169) at the facility on 10/24/23. During 

the survey, the SA determined the facility was in 

compliance with the Minimum Standards of 

Operations for the Institutions of Aged or Infirm. 

The SA investigated neglect, quality of 

care/treatment/not groomed adequately, other, 

medication pass observations, quality of 

care/treatment/residents left wet and/or soiled, 

Responsible Party notification, skin assessments, 

quality of care/following medical doctor orders, 

quality of care/treatment/call lights not answered 

and quality of care/treatment/resident safety/falls 

with no deficiencies cited.

The facility held a license for 120 beds, with a 

census of 99.
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