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{M 000} Initial Comments {M 000}

The State Agency (SA) conducted a follow-up 

revisit at the facility from 4/21/25 through 4/23/25 

related to the complaint survey that was 

conducted on 1/28/25 through 1/31/25.  The SA 

determined the facility took measures to correct 

the deficiencies as of 3/5/25, however, the facility 

remains out of compliance due to deficiencies 

cited on 3/06/25 and 4/01/25 surveys.
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