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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

investigation for complaint MS # 17575 and 

incident investigation MS #17181 at the facility 

from 7/13/2021 to 7/15/2021. During the 

complaint investigation, the SA determined that 

the facility was in compliance with the 

requirements for participation in Medicare and 

Medicaid. The SA did not substantiate MS 

#17181 for injury of unknown origin or MS 

#17575 for neglect of medication being given 

upon discharge from hospital.There were no 

deficiencies cited.
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