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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey, MS #18237 and MS #18082 at the facility 

on 10/29/21.  The facility was found to be in 

compliance with regulations for participation in 

the Centers for Medicare and Medicaid 

Services(CMS). MS #18237 was not 

substantiated for Staff Improperly Qualified, 

Care/Services Not Received, or Infection Control 

in the facility. MS #18082 was not substantiated 

for Sanitation-Dietary Services, Physical 

Environment-Facility Not Clean, Quality of Care 

or Inappropriate Feeding Assistance. No 

deficiencies cited. 

The census at the time of the survey was 58 with 

a license for 60 beds.
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