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The State Agency (SA) conducted a complaint
investigation on 12/31/19. Concerns identified in
the complaint were related to possible quality of
care. Specific concerns included: 1) Served food
resident was allergic to, 2) Staff did not put
compression hoses on resident, 3) Resident was
extremely unclean, even with dirty fingernails, 4)
Family was never informed of any changes i.e.,
new med's, blood in urine, visits with nurse
practitioner, decrease in strength, 5) Resident did
not receive therapy when she was quarantined for
shingles. The result of the investigation was
unsubstantiated with no deficiencies. The SA
determined the facility was in substantial
compliance with requirements for participation in
Medicare and Medicaid.

The facility had is licensed for 60 and has a
census of 54 at the time of the complaint survey.
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