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 M 000 Initial Comments  M 000

A Complaint Investigation (CI) was conducted 

9/28/21-9/29/21 for CI #18010 and CI #18105.  

The allegation for CI #18105 was resident safety.  

The allegations for CI #18010 was Quality of 

Care/treatment services not performed per 

Medical Director, Dietary services, Quality of 

Care/treatment hydration not offered, Quality of 

Care/treatment improper incontinent care.  The 

allegations were unsubstantiated with no 

deficiencies cited.  The facility is licensed for 180 

beds with a census of 115 at time of the survey.
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