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F 000 INITIAL COMMENTS F 000

 The State Survey Agency (SSA) conducted 

complaint investigations at the facility from 

06/28/20 to 06/29/21 for CI MS# 17841 and CI 

MS# 17210 regarding Quality of Care/Treatment 

involving client services not performed per plan of 

care, resident not being groomed adequately, 

facility staffing, and physical environment related 

to facility not clean. 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 

#17484 and CI #17210 because there is lack of 

evidence to prove the facility was negligent of 

quality of care/treatment and physical 

environment.  No deficiencies were cited. The 

facility had a census of 93 and is licensed for 160.
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