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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an 

abbreviated/partial extended survey investigating 

CI MS# 16253 beginning 10/17/19. Concerns 

identified in the complaint were Infestation of 

Bugs and Lift that does not work.   Based on 

observations and  review of  the Care Plan, 

Medical Records, Medication Administration 

Record, Social Service Noted, Progress Notes, 

Physician Orders, and Nurses Notes; the 

surveyor was unable to obtain substantial 

evidence to prove any deficient practice by the 

facility related to lift availability or unavailability; 

therefore no deficiencies were cited.
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