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 M 000 Initial Comments  M 000

Initial Comments:

CI MS #21199

On 04/17/23 - 04/19/23 the State Agency (SA) 

conducted an on site complaint investigation, CI 

MS #21199 that alleged the cognitively impaired 

residents were not appropriately supervised 

during tranport to outside appointments and that 

the facility was not providing the residents with 

the necessary services for tranportation.  The SA 

determined that the facility was in substantial 

compliance with the requirements and regulations 

for the Aged and Infirmed and no deficiencies 

were cited.  The facility was licensed for 60 beds 

on 04/17/23 -04/19/23 and the resident census 

was 54.
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