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F 000 INITIAL COMMENTS F 000

 Initial Comments

CI MS #24813; CI MS #24848; CI MS #24883; 

and CI MS #25038

On 5/6/24, the State Agency (SA) conducted four 

(4)  onsite complaint investigations for CI MS 

#24813; CI MS #24848; CI MS #24883; and CI 

MS #25038 in which all four (4) complaints 

alleged that the facility did not have enough staff 

working on the day shift 6:00 A.M. - 6:00 P.M. to 

adequately care for the residents and that the 

facility did not have supplies available to 

adequately care for the residents.  The SA 

determined that the facility was in compliance 

with the Standards for Participation in Medicare 

and Medicaid and no deficiencies were cited.  

The census on 5/6/2024 was 76 and the facility 

was licensed for 120 beds.
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