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The State Agency (SA) conducted an on site

complaint investigation on 07/12/21-07/13/21 for

Complaint Investigation (Cl) MS #17855, for

facility limiting and denying residents visitation

and Cl MS #17877, for alleged neglect, quality of

care, and quality of life. The SA did not

substantiate Cl| MS #17877, but substantiated Cl#

17855 for federal regulations. The SA determined

that the facility was in complaince with the Aged

and Infirmed. The facility had a resident census

of 70 and was licensed for 73 beds.
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