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 The State Agency conducted two (2) complaint 

surveys at your facility from 6/29/21 to 6/30/21. 

The complaint CI MS# 17768 was not 

substantiated for assessment related to urinary 

tract infection post discharge from the facility and 

complaint CI MS# 17764 was not substantiated 

for misappropriation of property. The facility was 

found to be in compliance with requirements for 

participation in Medicare and Medicaid and no 

deficiencies were cited.

The facility had a census of 91 and held a license 

for 120 beds.
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