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i CI'MS #15961 - '

| The State:Agency (SA) conducted an : _
 abbreviated/partial extended survey investigating, ' , !
1 CI MS 15061, beginning B8/03/19 through : :
1 8/04/19. Concerns identified in the complaint i

| were related to possible neglect of Resident #1, i
' These concerns were not substantiated and ne :
| deficiencies were cited, At the time of the survey
 the facility was not in compliance with ?
| requiremnents for participation in Medicare and
| Medicaid due to deficiencies cited during their

I annual survey. The facility will remain out of

' compliance pending correction of those

[ F N
! deficiencies.
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Any:defidlency statementanding with an asterisk (*) dehotes a deficiency which the institution may be excused from correcting providing it Is dstermined that
other safeguards provide sufficientrotection to.the palients. (See instructions.) Except for nursing homes, the findirigs stated abova are-disclosable 90 days
fallowing the date of survay whether or nol a plan of carrection Is provided. Fornursing homes, (he above findings and plans of carrection are disclosable 14
days following the date these documents are made avallable to the facllity. If deficiencies are cited, an approved plan of correction is requisite to confinued
pragram participation.
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