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 M 000 Initial Comments  M 000

A Complaint Investigation (CI) was conducted by 

the State Agency on 6/10/2021 for complaints 

#17644 and #16775.  Complaint #17644 had 

allegations agains Quality of care/Treatment and 

complaint #16775 had allegations of abuse.  Both 

complaints were unsubstantiated with no 

deficiencies cited. The facility was found to be in 

compliance with Centers for Medicare and 

Medicaid (CMS) regulations.  The facility has a 

license for 45 bed with a census of 38 at the time 

of survey.
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