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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an onsite 

complaint investigation (CI) on 08/29/22 through 

08/30/22 for CI MS19399 related to Resident #1 

sustained a fall from a hoyer lift while being 

transferred without two staff members present 

resulting in a laceration to the ear and transfer to 

the emergency department.   The SA determined 

that the facility was not in substantial compliance 

with the Minimum Standards for Institutions for 

the Aged or Infirm, state licensure requirements 

at M. The SA substantiated MS19399 and cited M 

640 at a Level III . The resident census was 65 

and the facility had 80 licensed beds.
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