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 M 000 Initial Comments  M 000

On 06/08/2022 the State Agency (SA) conducted 

onsite complaint investigations for CI MS 

#18271-for alleged failure to notify the family of a 

residents change in condition, and death; CI MS 

#18808-alleged that Occupational Therapist (OT) 

had billed for services not provided.   The SA 

unsubstantainted CI MS #18271 and 

unsubstantiatel CI MS #18808 and no 

deficiencies were cited.   The SA determined that 

the facility was in substantial complaince with the 

standards of practice for the Aged and Infirmed. 

The resident census on 06/08/2022 was 58 and 

the facility was licensed for 60 beds.
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