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F 000 INITIAL COMMENTS F 000

 Initial Comments

CI MS #25816; CI MS #25819; CI MS #26045; 

and CI MS #26053

On October 28, 2024 the State Agengy conducted 

four (4) onsite complaint investigations:  CI MS 

#25816 and CI MS #25819 that both alleged that 

the facility had neglected to properly care for a 

Resident and that the facility had refused to allow 

a Resident to speak to family via telephone; and 

CI MS #26045 and CI MS #26053 that alleged 

that a Resident had lost 10% of his body weight in 

two (2) weeks as a result of the facility's neglect.  

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 60 beds and 

the census was 57 on 10/28/24.
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