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 CI MS #16372 & CI MS #16439

The State Agency (SA) conducted an 

abbreviated/partial extended survey investigating 

CI MS #16372 beginning 12/16/19 through 

12/17/19. Concerns identified in the complaint 

were related to quality of care/treatment of all 

Residents'.  Specific concerns included: 1) 

resident left wet extended periods, 2) call bell not 

answered in timely manner, and 3) food being 

served cold. These concerns were not 

substantiated, and no deficiencies were cited. 

During the survey the SA determined the facility 

was in substantial compliance with requirements 

for participation in Medicare and Medicaid. The 

facility had a census of 57 at the time of the 

complaint survey.

The State Agency (SA) conducted an 

abbreviated/partial extended survey investigating 

CI MS #16439 beginning 12/16/19 through 

12/17/19. Concerns identified in the complaint is 

related to Abuse/employee to resident.  Specific 

concerns include employee to resident Abuse.  

This concern was not substantiated, and no 

deficiencies were cited. During the survey the SA 

determined the facility was in substantial 

compliance with requirements for participation in 

Medicare and Medicaid. The facility had a census 

of 57 at the time of the complaint survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 3SDJ11Event ID: Facility ID: 25BN If continuation sheet Page  1 of 1


