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 M 000 Initial Comments  M 000

The State Agency (SA) conducted complaint 

survey on 05/17/22 through 05/18/22 for CI MS 

#18405 and CI MS #18739 along with a Focused 

Infection Control Survey.  During the survey, the 

SA determined that the facility followed the 

Minimum Standards for the Institutions for the 

Aged or Infirm. CI MS #18405 related to 

misappropriation of property, visitation, injury of 

unknown origin, resident not treated with dignity 

and respect, improper incontinent care and 

services not performed per physician order and 

CI MS #18739 related to  an anonymous 

complaint of quality of care/treatment, no 

pressure sore precautions taken by facility, water 

not offered to resident, Resident /Patient/ Client 

Neglect pressure sores and assess and monitor 

were not substantiated and there were no 

deficiencies cited. The facility was licensed for 

123 beds and the census was 58 at the time of 

the survey.
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