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CI MS#15783
The State Agency(SA)conduCted a complaint
surveyl MS#1 5783 at the facility on 5/14/19 to

5/16′ 19 and was not able to substantiate abuse

or neglect Also the SA was unable to

substantiate stafF sleeping.unreported fa‖ s,
medications not being 9iven,「 ooms and
bath「ooms not clean tthere were no identified

concerns related to staring

CI MS#15888
丁he State Agency(SA)conduCted a complaint
survey.MS#1 5888 at the Facility on 5/14ノ 19 to

5/16/19 and was not able to substantiate the

complaint fo「 abuse

CI MS#15889
The Stale Agency(sA)conduCted a complaint
survey,MS#1 5889 atthe facility on 5/14/19 to

5/16/19 and was not able to substantiate

unreported fa‖s and unreported and unt「 eated
pressure ulcers

CI MS#15892
The State Agency(SA)conduCted a complaint
survey,Ms#1 5892 at the Facility on 5/14/191o

5/16/19 and was not able to substantiate

undocumented fa‖ s and nottreating pressure
ulcers
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Any deficrency statement ending with an asterisk (') denotes a defrciency which the institution may be excused from correcttng providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursrng homes. the findings stateJ above aie disclosable 90 days
followrngthedateofsurveywhetherornolaplanofcorrectionisprovided Fornursrnghomes.theabovefindingsandplansofcorrectionaredrsclosablel4
days following ihe date these documents are made available to the facility. lf deficiencies are crted. an approved plan oi correction is requisite to continued
program particrpatron.
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