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State Initial Comments:  

The State Agency (SA) conducted an annual 

survey at the facility along with complaint 

investigations (CI) MS00017174 related to abuse, 

MS00017392 related to staffing, MS00017721 

related to quality of care and treatment, resident 

rights, and dietary services, MS00017455 related 

to physical environment, and MS00017500 

related to resident rights on 04/27/21 through 

04/29/21. During the survey, the SA determined 

that the facility was in compliance with The Aged 

and Infirmed and found that the complaints were 

not substantiated. Census at time of the survey 

was 68 with a bed capacity of 73.
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