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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS00018063 at the facility on 

09/16/2021. During the survey, the SA 

determined that the facility was in compliance 

with the Minimum Standards of Operation for the 

institutions for the Aged or Infirmed and state 

licensure requirements. The SA determined the 

complaint allegations related to quality of 

care/treatment for services not received per 

physician order, call bell not being answered 

timely, responsible party not being notified and 

residents not being assessed were not 

substantiated and no deficiences were cited. The 

facility was licensed for 100 beds with a census of 

67 at the time of the survey.
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