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On 12/15/21 through 12/16/21 State Agency (SA)

conducted (3) Complaint Investigations, Cl MS

#18310, Cl MS #18371, and CI MS #18321. CI

MS 18310 and CI MS 18321 were not

substantiated for Quality of Care/Treatment

related to service/care provided, call lights not

answered in a timely manner, water not provided

to residents, or insufficient staffing. No

deficiencies cited. However, the facility remains

out of compliance due to deficiencies cited on a

previous survey. The census at the time of the

survey was 159 with a license for 180 beds.
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