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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted six complaint 

investigations from 06/21/21 - 06/23/21.   The SA 

did not substantiate Complaint Investigation (CI) 

#17719 for Quality of Care (QOC) , CI # 17648 

for Neglect/pressure sores, QOC/no pressure 

sore precautions, QOC/resident not turned, 

QOC/Physician Services, CI # 17754 for 

QOC/resident rights, CL # 17686 for 

Administration/Personnel, QOC/Misappropriation 

of Property, CL # 17677 for Misappropriation of 

Property, and CL # 17565 for QOC.  No 

deficiencies were cited.   

The facility held a license for 145 beds, with a 

census of 130.
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