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The State Agency (SA) completed the facility 

follow up visit on 06/28/23 through 06/29/23. 

During this time the facility was placed back into 

compliance with the requirements for state 

licensure for the Aged and Infirm with a plan of 

correction date of 06/22/23.

The facility held a license for 73 beds and had a 

census of 66. 

The State Agency (SA) completed the facility 

follow up visit on 06/28/23 through 06/29/23. 

During this time the facility was placed back into 

compliance with with the Minimum Standards for 

Institutions for the Aged or Infirm, state licensure 

requirments with a compliance date of 06/22/23.

The facility held a license for 73 beds and had a 

census of 66.
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