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 The State Agency (SA) conducted a Complaint 

Investigation from 5/19/21 to 5/21/21 for  CI MS# 

17117 for Neglect, Quality of Care 

(QOC)/Services not following physician orders, 

weight loss, resident not receiving medications 

and Cl MS# 17296 for Neglect and 

QOC/Responsible Representative not notified of 

condition.  During the survey, the SA did not 

substantiate the complaints.  The facility held a 

license for 60 beds, with a census of 59.
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