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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted five (5) 

Complaint Investigations (CIs), CI #16652, CI 

#16924, CI #17206, CI #17523, and CI #17854 

from 07/26/2021 to 07/29/2021. The SA did not 

substantiate MS # 16652 no pressure sore 

precautions taken by facility, facility staffing, CI 

MS #16924 Resident/patient/client abuse, CI MS 

# 17206 Resident left wet for extended period of 

time due to short staff, facility staffing, CI MS # 

17523 Injury of unknown origin and CI MS # 

17854 Resident denied visitation, and no 

deficiencies were cited. The facility was in 

compliance with the Minimum Standards of 

Operation for Institutions for the Aged or Infirm 

and state licensure requirements for participation 

in Medicare and Medicaid. The facility was 

licensed for 95 beds with a census of 91.
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