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M 000| Initial Comments M 000
The State Agency (SA) conducted a Complaint
Investigation (Cl) at the facility on 11/22/21 for
MS00018253 related to pressure ulcers, weight
loss, feeding assistance and
turning/respositioning. During the survey, the SA
determined that the facility was in compliance
with regulations for the Aged and Infirmed and
was not able to substantiate the allegations
related to pressure ulcers, weight loss, feeding
assistance and turning/repositioning. Census at
the time of the survey was 52 with a bed capacity
of 66.
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