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F 000 INITIAL COMMENTS F 000

 On 04/03/25 the State Agency (SA) conducted 

an on site complaint investigation (CI MS# 28467, 

CI MS# 27933 and CI MS# 27848) for concerns 

related to the environment and quality of care.  

The SA did not substantiate the complaints and 

no deficiencies were cited.  The SA determined 

that the facility was in substantial compliance with 

the requirements for Medicare and Medicaid 

Services. 

The facility census was 85 and the facility held a 

license for 110 beds.
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