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 CI MS #16554

The State Survey Agency (SA) conducted a 

complaint investigation on 2/14/2020. The result 

of the investigation was unsubstantiated with no 

deficiencies cited for Quality of Care related to 

Residents medication not given according to 

physicians instructions. 

CI MS #16569

The State Survey Agency (SA) conducted a 

complaint investigation on 2/14/2020. The result 

of the investigation was unsubstantiated with no 

deficiencies cited for Quality of Care, Resident 

Abuse, Physical Environment, and Quality of 

Care related to call light. 

The SA determined the facility was in compliance 

with Medicare and Medicaid requirements for 

participation.
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