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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

survey, MS #19562 and MS #19459 at the facility 

from 9/26/22 through 9/27/22.  During the survey 

the SA determined that the facility was in 

compliance with the requirements of participation 

in Medicare and Medicaid.  The SA did not 

substantiate the complaint for call bells not 

answered timely, resident left soiled, rehabilitation 

services, Dietary Services for food not palatable, 

and no pressure sore precautions and cited no 

deficiencies.  Census was 90 and licensed for 

120 beds
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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