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Initial Comments

The State Agency (SA) conducted five (5)
Complaint Investigations (Cl MS #23896, CI MS
#23828, ClI MS #23714, Cl MS #23872, and CI
MS #23874) at the facility from 1/11/24 through
1/18/24. CI MS #23896 was investigated for
Quality of Care related to Facility Staffing and
resident medications not given according to
physician instruction and for Resident Rights. Cl
MS #23828 was investigated for Quality of Care
related to Facility Staffing, Resident Rights
related to access to residents/nursing home, and
Resident Neglect. Cl MS #23714 was
investigated for Misappropriation of Property,
Physical Environment related to offensive orders,
Resident Neglect related to assessment and
monitoring, Dietary Services related to
therapeutic diets not provided and resident food
preferences, and Resident Abuse (verbal). Cl MS
#23874 related to Quality of Care for
care/services not received per physician
instructions and Cl MS #23872 for Resident
Neglect related to resident assessment and
monitoring.

There were no deficiencies cited for these
complaint investigations. During the survey, the
SA determined the facility was in compliance with
the Minimum Standards for Institutions for the
Aged or Infirm, state licensure requirements.
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