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 CI MS #17885

On 07/21/2021 the State Agency (SA) conducted 

and on-site compalint investigation, CI MS 

#17885, which alledged that the facility was not 

implimenting the current standards for visitation 

with residents; the resident care was not 

performed; the facility was not kept clean and 

tidy, staffing numbers were too low to care for 

residents; resident Trust Fund accounts were not 

accessible to residents; residents were not 

bathed/showered on a regular schedule and the 

residents hair was not washed and groomed; 

amoung other Activity of Daily Living (ADL)  

concerns.  The SA  unsubstantiated all of the 

alleged complaints, CI MS #17885.  The SA 

determined that the facliity was in compliance 

with the standards for participation in Medicare 

and Medicaid.  The SA did not cite deficiencies 

related to CI MS #17885.  On 07/21/2021 the 

facility census was 45 and the facility was 

licensed for 60 beds.
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