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F 000 INITIAL COMMENTS F 000

 Initial Comments:

On February 13, 2024 the State Agency (SA) 

conducted an onsite complaint investigation, CI 

MS #24067, which alleged that a resident had 

been placed in restraints for the convenience of 

the staff in order to prevent the resident from 

falling rather than provide staff supervision.  The 

SA determined that the facility was in compliance 

with the standards for participation in Medicare 

and Medicaid and no deficiencies were cited.  

The facility was licensed for 83 beds and the 

census was 83.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/20/2024Electronically Signed
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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