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{M 000} Initial Comments {M 000}

The State Agency (SA) conducted a follow-up 

revisit at the facility on 1/03/25 related to the 

annual survey that was conducted on 11/04/24 

through 11/07/24.   Although the SA found the 

facility had taken the necessary steps to correct 

the deficiencies cited effective 12/19/24, the 

facility will remain out of compliance with the 

Minimum Standards for Institutions for the Aged 

or Infirm, state licensure requirement due to 

deficiencies cited on the 11/5/24 LSC survey.   

The facility achieved substantial compliance 

effective 12/26/24

The facility held a license for 110 beds and the 

census at the time of the survey was 95 

residents.
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