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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Covid 19 

Infection COntrol survey along with a complaint 

investigation (CI) for MS00017991 and 

MS00017931 from 8/16/21 to 8/18/21. 

MS00017991 related to late meals, visitation, 

incontinent care, and treatments not completed 

was not substantiated during the investigation. 

MS00017931 related to infection control 

measures due to an allegation of scabies was not 

substantiated during the investigation. 

At the time of the survey, the facility had a census 

of 108, and held a license for 120 beds.
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