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On 1/24/22-1/25/21 the State Agency (SA)

conducted two (2) compalint investigations, ClI

MS #18225 concerning an anonymous report of

the facility having no call system for residents in

the building, and CI MS #18406 concerning

alleged abuse and neglect, violation of residents

rights, and misappropriation of resident property

by facility staff. The SA did not substantiate either

of the complaints for CI MS #18255 and CI MS

#18406 with no deficiencies were cited. The SA

determined that the facility was in substantial

compliance for the requirements for the Aged and

Infirmed. The facility census was 70 and the

facility was licensed for 120 beds.
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