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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey for Complaint Investigation (CI) #17415 for 

Neglect/pressure sores, Infection Control, and 

Neglect/assess resident, CI #17384 for Injury of 

Unknown Origin, CI #17859 for Quality of Care 

(QOC)/not following physician orders, 

QOC/residents left wet for extended periods, and 

QOC/call  lights not being answered in a timely 

manner, CI # 17442 for QOC/improper 

incontinent care, Misappropriaiton of 

Property/resident personal items missing, 

Resident rights/no procedure to locate lost 

clothes, and Resident Rights/not treated with 

dignity, and CI # 17766 for QOC/no pressure sore 

precautins and QOC/services not performed per 

POC from 7/6/21 through 7/7/21.

During the survey, the SA did not substantiate the 

complaints.  The facility held a license for 121 

beds, with a census of 110.
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