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Cl MS #25083 and Cl MS #25419

On 06/20/24 the State Agency (SA) conducted
two (2) onsite complaint investigations, CI MS
#25083 that alleged that the facility would not
allow the grandson to talk to resident on the
telephone and placed the grandson on hold for
long periods of time; and ClI MS #25419, which
alleged that a resident was illegally discharged
from the facility without the knowledge of the
resident or his family. The SA determined that
the facility was in compliance with the Standards
for Participation in Medicare and Medicaid and no
deficiencies were cited.

The resident census was 56 and the facility was
licensed for 60 beds on 06/20/24.
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