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The State Agency (SA) conducted the annual 
re-certification survey along with the complaint (s) 
survey, MS # 15909, MS # 15794, and MS 
#16405 from 12/03/19 to 12/04/19. During the 
survey, the SA determined the facility was in 
compliance with the requirements for participation 
in Medicare and Medicaid. The SA was unable to 
substantiate MS # 15909 for the allegation of 
Quality of Care and no deficiencies cited; the SA 
was Unable to substantiate MS #15794 for 
Privacy and Personal Property and the SA was 
unable to substantiate MS # 16405 for Quality of 
Care. Census 58/Licensed beds 60.
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