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Cl MS #25958 and Cl MS #26296

On September 23, 2024 the State Agency (SA)
conducted two onsite complaint investigations, ClI
MS #25958 and Cl MS #26296 in which both
complaints alleged that a resident had been
sexually abused in the facility. The SA
determined that there was no evidence to support
any sexual abuse in the facility. The SA
determined that the facility was in compliance
with the Standards for participation in Medicare
and Medicaid and no deficiencies were cited.

The facility was licensed for 120 beds and the
census on 09/23/24 was 100.
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