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 M 000 Initial Comments  M 000

On 11/09/22 the State Agency (SA) conducted on 

site complaint investigation,  MS00019444 for 

alleged neglect of a respite resident and for not 

providing oxygen ordered by the physician, and 

for over medicating a respite resident; and 

MS00019673 for alleged dirty floors, staff not 

wearing name tags, and diabetic diets not being 

honored.  On 11/09/2022 the (SA) did not 

substantiate the allegations and no deficiencies 

were cited.  The SA determined that the facility 

was in substantial compliance with the 

regulations for the Aged and Infirm.

The facility census was 108 and the facility held a 

license for 152 beds.
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