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F 000 INITIAL COMMENTS F 000

 Initial Comments:

On August 27, 2024 through August 28, 2024 the 

State Agency (SA) conducted three (3) complaint 

investigations (CI MS #25916, CI MS #26140, 

and CI MS #26291), CI MS #25916 for alleged 

neglect of a resident who issued concerns of pain 

in her foot and concerns of getting pneumonia; CI 

MS #26140 for alleged neglect of a resident 

requesting restorative care from a specific male 

employee; and CI MS #26291 for alleged resident 

to resident sexual abuse.  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 on 08/27/24 was 109 and 

the facility was licensed for 111 beds.
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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