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F 000 INITIAL COMMENTS F 000

 The State Survey Agency (SSA) conducted 

complaint investigation (CI) survey at the facility 

from 10/12/2021 to 10/13/2021 for CI # 16862. CI 

#16862 was regarding Misappropriation of 

Property involving misappropriation of narcotics 

when a medication was not found at count 

procedures. During the investigations, the SSA 

determined the facility was in compliance with the 

requirements of participation in Medicare and 

Medicaid. The SSA did not substantiate CI 

#16862 due to lack of evidence. The facility 

completed a thorough investigation and could not 

prove who took the medication and contacted the 

appropriate authorities. No deficiencies were 

cited. The facility had a census of 62 and is 

licensed for 90.
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