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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey at the facility for Complaint Investigation 

(CI) MS #18234 for Quality of Care 

(QOC)/residents not groomed, Abuse/employee 

to resident, QOC/pressure sores, Quality of 

Care/responsible representative not being notified 

of resident changes and MS #18297 for QOC/no 

weight loss assessment by facility and 

QOC/responsible representative not being 

notified of resident changes.  

During the survey, the SA did not substantiate the 

complaints.  The facility held a license for 145 

beds, with a census of 110.
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