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 M 000 Initial Comments  M 000

The State Agency (SA) determined during 

complaint investigation (CI MS #16774, CI MS 

#16693), dated from 1/21/2021 to 1/22/2021, the 

facility was in compliance with the Minimum 

Standards of Operation for Institutions for the 

Aged or Infirm, state licensure requirements. The 

census was 50 and the facility has a license for 

60 beds. 

CI MS #16774

The result of the investigation was 

unsubstantiated with no deficiencies cited for 

Resident Rights related to Resident Exposed and 

Quality of Care related to Call Bell Not Answered 

Timely, Resident Dressed Improperly, and Facility 

Staffing. The facility was in compliance with the 

Minimum Standards of Operation for Institutions 

for the Aged or Infirm, state licensure 

requirements. 

CI MS #16693

The result of the investigation was 

unsubstantiated with no deficiencies cited for 

Quality of Care related to Improper Infection 

Control, No Pressure Sore Precaution Taken, and 

Facility Staffing. The facility was in compliance 

with the Minimum Standards of Operation for 

Institutions for the Aged or Infirm, state licensure 

requirements.
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