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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS #18352, and MS #18356 at the facility 

from 12/13/2021 to 12/14/2021. The SA 

determined that the facility followed the 

requirements for The Aged and Infirmed. The SA 

was unable to substantiate CI MS#18352 related 

to dietary services, and inappropriate feeding 

assist, and CI MS #18356 related to Quality of 

care /treatment with subcategories of resident not 

groomed, client services not performed, 

care/services not received per physician orders, 

Physical environment,  Misappropriation of 

property and not sufficient supplies cited no 

deficiencies. The facility was licensed for 63 beds 

and had a census of 47 at the time of the survey.
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