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F 000 INITIAL COMMENTS F 000

 F 000 Initial Comments: 

The SA conducted a complaint investigation (CI) 

for CI# 17342 and CI#17022 related to an 

allegation of abuse and neglect along with CI# 

17474 and CI# 16967 related to physical 

enviroment and facility equipment on 6/25/21 and  

was unable to substantiate. The facility remains 

out of compliance from the previous survey. 

 

The facility held a license for 60 beds with a 

census of 43.
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