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 CI MS #17973 and CI MS #18419

On January 20, 2022 the State Agency (SA) 

conducted two (2) complaint investigations, CI 

MS #17973 concerning the call system not in 

operational order during the month of August 

2021, and CI MS #18419 for negelect of a 

resident admitted to the Covid 19 isolation unit in 

December 2021.  The complaint investigations for 

both CI MS #17973 and CI MS #18419 were 

unsubstantiated and no deficiencies were cited.  

The SA determined that the faciity was in 

substantial compliance with the minimum 

standards for participation in Medicare and 

Medicaid.  The facility census on 1/20/22 was 85 

and the facility was licensed for 120 beds.
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