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 M 000 Initial Comments  M 000

On 02/20/24, the State Agency (SA) conducted 

an onsite complaint investigation, CI MS #24110, 

for a facility reported incident involving the 

transfer of a Resident with a full body mechanical 

lift in which the Resident fell.  There were no 

deficiencies cited during the survey; however,  the 

facility remains out of compliance with the 

Minimum Standards for Institutions for the Aged 

or Infirm, state licensure requirementdue to 

deficiencies cited on the 1/11/24 survey.
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