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Cl MS #16950
i
i The State Agency (SA) conducted an 5
abbreviated/partial extended survey investigating, ‘
Cl MS #15950, beginnlng 6/06/19 through ; |
6/07/19. Concerns identifled [n the complaint
were related to possible neglect of Resident #1.
These concerns were not substantiated and no
deficiencles were cited. During the survey the SA |
determined the facliity was in substantial ; !
compliance with requirements for participation In
Medicare and Medlcald. The facllity had a census
of 132 at the time of the complaint survey.
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Any deficlenoy statement anding with an asterlisk (*) denotes a deficiency which the Institution may be axcusad from corracting providing it Is dstarm!ned that
other safeguards provide sufflclent protection to the patients. (See instructlons.) Except for nursing homes, the findings stated above are disclosable 90 days
follewing (he dale of survey whethsr or not a plan of corraclion Is provided. For nursing homes, the abaove findings and plans of correclion are disclosable 14
days following the date these documents are made avallable to the faclllty. If deficlencles are cited, an appraved plan of correction Is requisite to confinued
program perlicipation.

FORM CMS-2667(02-89) Pravious Vrsions Obsolate Event I; 1UUK11 Fadllly ID: 67SE If continualion shest Page 1 of 1



