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 On 6/28/21 the State Agency (SA) conducted a 

complaint survey for Complaint Investigation CI 

MS# 17857 related to Quality of Care (QOC), not 

following the plan of care, inappropriate feeding 

assistance, resident not groomed, water not 

offered to residents, facility staffing, and resident 

left wet for extended periods.  

During the survey, the SA did not substantiate the 

complaint.  The facility held a license for 122 

beds, with a census of 107.
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