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| The State Agency (SA)conducted an annual ’ * j
; recertification along v/ith a complaint, MS#15765 : i
! from 04/14/20189 to 04/17/2019. During the survey | ! 1
, the SA determined that the facility was not In : ; i
compllance with the requirements of participation i ‘ ;
t with Medicare and Medicaid. The SA did not ; ; |
| substantiate MS#15765 for quality of care related ; '
i to skin impairments, with no citations related to : 1
the complaint. The SA cited F657, 868, and F641 . :
durlng the recertification survey. :

i

The census at the time of the survey was 103, . {
! The facillty held a license for 118 beds, 5 ;

i i
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ORY DIREGT S OR PﬂmISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) D7Y

Any doﬂcleMment ending lvlth an (( astgrisk (*) denotes a deflciency which the Institution may be sxcused from correcting providing It ls delérmlned that
other safag s plovide sufflcient protaciiop to the patients. {Sea instructions.) Except for nursing homes, tha findings stated above are disclosable $0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thees documents are made avalfable to the facility, If deflciancies ars cited, an appraved plan of correction Is requisite to continued
program participation.
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