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F 000 INITIAL COMMENTS F 000

 The State Agency conducted an annual 

recertification along with a complaint, MS #17933 

from 12/07/21 to 12/09/21. During the survey, the 

SA determined that the facility was in compliance 

with the requirements of participation in Medicare 

and Medicaid. The SA did not substantiate CI:  

#17933 for poor quality of care, falls, poor dental 

care, pain, poor dental care and lost of personal 

belongings with no citations related to the 

complaint. The census was 40 at the time of 

survey, with a license for 60 beds.
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