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N 000 Initial Comments N 000

On 02/02/2024, Surveyor conducted 1 complaint

investigation at Iberias House of Hope LLC.

No deficiencies were identified.

On 02/02/2024, complaint #45413 was

substantiated under deficiency N0352 DHS

83.32(3)(h) Rights Of Residents: Receive

Medication contained in Statement of Deficiency

(SOD) 1Q0611, dated 12/14/2023 and issued

01/08/2024, and the CBRF was within the 45-day

plan of correction period.

Census: 7
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