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 A COVID-19 Focused Infection Control Survey 

along with a complaint investigation (CI MS 

#16685, CI MS #16743, CI MS #16943) was 

conducted by the State Agency (SA) on 

9/10/2020. As a result of the survey no new 

observations related to infection control was 

noted, however, the facility remains out of 

compliance based on deficiencies cited during the 

2/20/2020 annual recertification survey.  

At the time of the survey, the facility had a census 

of  68 and held a license for 61  beds. 

CI MS #16685

The result of the investigation was 

unsubstantiated with no deficiencies cited for 

Misappropriation of Property.  However, the 

facility remains out of compliance based on 

deficiencies cited during the 2/20/2020 annual 

recertification survey.  

CI MS #16743

The result of the investigation was 

unsubstantiated with no deficiencies cited for 

Resident Neglect and Quality of Care related to 

Responsible Party Not Notified. However, the 

facility remains out of compliance based on 

deficiencies cited during the 2/20/2020 annual 

recertification survey.

CI MS #16943

The result of the investigation was 

unsubstantiated with no deficiencies cited for 

Quality of Care related to Responsible Party Not 

Notified and Resident Rights related to Resident 

Privacy Not Protected and Resident Denied 

Visitation. However, the facility remains out of 
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compliance based on deficiencies cited during the 

2/20/2020 annual recertification survey.
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