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The State Agency (SA) conducted a complaint
survey investigating MS00016503 on 3/12/2020 -
3/13/2020. Concerns identified in the complaint
were related to quality of care, hydration, nutrition
and weight loss, positioning with tube feeding,
activities of daily living (ADL) care and bathing,
and failure to notify family of scheduled
appointment. During the survey the SA
determined the facility was in substantial
compliance with requirements for participation.
The facility had a census of 97 with a license for
120 bed capacity.
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