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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an on site 

complaint investigation (CI) MS00018561, on 

04/21/2022 for related to neglect, remaining wet 

and soiled, missing money, and inappropriate 

feeding assistance and Infection Control related 

to staff vaccinations. The SA did not substantiate 

the report of neglect, remaining wet and soiled, 

missing money, and inappropriate feeding 

assistance and Infection Control related to staff 

vaccinationsand did not cite any deficiences.  The 

SA concluded that the facility was in substantial 

compliance with the Aged and Infirmed. The 

census was 91 and the facility was licensed for 

120 beds.
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