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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey for Complaint Investigation (CI) MS# 

17863 for Abuse/verbal, Resident Rights/resident 

not treated with dignity, and Quality of Care 

(QOC)/ medications not given according to 

physician instructions, CI MS# 17868 for Dietary 

Services/food not palatable, Abuse/resident being 

handled rough, and Resident Rights/denied 

visitation,  and Cl MS# 17707 QOC/responsible 

party not notified of resident change of condition 

and QOC/inappropriate feeding assistance from 

7/8/21 through 712/21.

During the survey, the SA did not substantiate the 

complaints.  The facility held a license for 120 

beds, with a census of 93.
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