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The State Agency (SA) conducted a complaint
survey, Cl MS# 17928, on 7/28/21 related to
allegations of resident negligence, residents left
for extended times wet, soiled, and
unturned/repositioned, with medications not given
or not given in a timely manner, and nursing
services. During the survey, the SA determined
the facility was in compliance with the
requirements with Minimum Standards for
Institutions for the Aged or Infirm. The SA was not
able to substantiate the complaint. At the time of
the survey the facility had a census of 128
residents and was licensed for 145 residents.
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