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 M 000 Initial Comments  M 000

The State Agency (SA) conducted Complaint 

Investigations (CI) from 5/24/23 through 5/25/23.  

During the survey the SA determined the facility 

was in compliance with the Minimum Standards 

for Institutions for the Aged or Infirm, state 

regulations. The SA investigated CI MS #21607 

for Pharmaceutical Services, CI MS #21579 for 

Accidents and Administrative/personnel  CI MS 

#21576 for Abuse, CI MS #21554 for Quality of 

Care/Treatment for pressure ulcers prevention, 

Medical Doctor orders not followed, Call lights not 

answered timely, Residents left wet or soiled and 

did not cite any deficiencies.  

At the time of survey, the facility had a census of 

94 residents and was licensed for 107 beds.
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