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{M 000} Initial Comments {M 000}

The State Agency (SA) conducted a follow up 

survey on 10/27/21.  During the survey, the facility 

was found to be in compliance with the 

requirements of participation for Medicare and 

Medicaid.  

 Based upon record review and interviews, it was 

determined to put the facility back into 

compliance.  Record reviews revealed the facility 

had completed an audit completed of discharge 

summaries for medication reconciliation, nursing 

staff in-services were completed, discharge 

summaries are being monitored for complete 

information. The census at the time of survey was 

126, and the facility held a license for 140 beds.
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