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F 000 INITIAL COMMENTS F 000

 Initial Comments;

CI MS #18042

The State Agency (SA) conducted an onsite 

complaint inviestigation, CI MS #18042, on 

05/26/2022.  The CI MS #18042 alleged neglect 

and abuse of a resident by combing resident's 

hair roughly, dressing a female resident in men's 

clothes, and not feeding resident enough food.   

The SA unsubstainted CI MS #18042 and no 

deficiencies were cited.  The SA also conducted a 

brief Covid 19 survey and cited no Infection 

Control deficiencies.  The SA determined that the 

facility was in substantial compliance with the 

standards for participation in Medicare and 

Medicaid.  The resident census on 05/26/22 was 

73 and the facility was licensed for 100 beds.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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