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 M 000 Initial Comments  M 000

The State Agency conducted complaint 

investigations (CI) from 3/8/21 through 3/16/21. 

CI MS #17499 was substantiated for 

misappropriation of funds and the facility was 

cited M500 at a Level II for Resident #1. The 

following complaints were investigated and not 

substantiated: CI MS #17368 related to staffing 

neglect and weight loss, CI MS #17330 related to 

pressure ulcers and family notification, CI MS 

#17244 related to abuse and admit/transfer, CI 

MS #17141 related to infection control, CI MS 

#17217 related to services not performed and 

monitoring, CI MS #16966 related to grooming 

and rehabilitation, CI MS #16704 related to verbal 

abuse and CI#17639 related to resident 

grooming. The census at the time of the survey 

was 42 and the facility has a license for 60 beds.
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