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The State Agency (SA) conducted a complaint
survey, MS #17700, MS #17604, MS #17487, MS
#17312, MS#17068, and MS#16795 at the facility
from 7/6/21 to 7/7/21. The SA determined the
facility was in compliance with the requirements
for participation in Medicare and Medicaid. The
SA did not substantiate the complaints for Dignity,
Quality of Care, Pain medication, weight loss
assessment, rehabilitation services, assess and
monitoring, inappropriate feeding assistance,
telephone use, and staffing and no deficiencies
were cited.
The facility held a license for 119 beds and had a
census of 113 at the time of the survey.
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