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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS #18040 from 9/14/21 to 9/15/21.  The 

SA did not substantiate the complaint MS #18040 

for Client services not performed, Resident left 

wet for extended periods of time, Meds not given, 

Facility staffing and Resident not 

turned/repositioned with no citations.  The census 

was 52 with 60 beds.
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