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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a Complaint 

Investigation (CI MS #18759 and CI MS #18762) 

at the facility on 5/5/22.  The SA did not 

substantiate the complaint of residents not 

groomed, falls, resident rights, dietary services, 

nursing services, and medications not given per 

physician orders.  However, the facility remains 

out of compliance with the requirements for 

participation in Medicare and Medicaid due to 

deficiencies cited on the 03/03/2022.

The facility had a license for 145 beds, with a 

census of 134.
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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