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The State Agency (SA) conducted a complaint
survey for Complaint Investigation (Cl) #16767 for
Abuse/verbal, Cl # 17636 for Quality of Care
(QOC)/no pressure sore precautions,
Neglect/pressure sores, QOC/responsibe
representative not notified of resident change,
QOC/resident not turned, and Cl # 17624 for
Neglect/assess, QOC/resident not turned, QOC/
resident left wet extended periods, QOC/resident
left soiled for extended periods from 7/13/21
through 7/14/21.

During the survey, the SA did not substantiate the
complaints. The facility held a license for 67 with
a census of 53.
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