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Initial Comments

On 8/4/25 a desk review was completed for the annual
recertification and relicensure survey that was
completed on 5/29/25. The State Agency cited no
deficiencies related to the Ms. Alzheimer's/Dementia
Care Survey.

Initial Comments

On 08/04/25 the State Agency (SA) conducted a desk
review of the information that was provided to our
agency related to the annual survey that was completed
on 05/29/25. The information provided by the facility
confirmed the facility was in compliance with the
Minimum Standards of Operation for Institutions for the
Aged or Infirm. The SA is recommending that your
facility be placed back in compliance effective

07/15/25.
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