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 N 000 Initial Comments  N 000

A desk review complaint investigation was 
conducted for Maple Ridge of Plover Memory 
Care on 04/24/2025.  Surveyors had been on-site 
at this facility on 04/16/2025 for a verification visit 
at which all deficiencies were corrected.  The 
State Agency received this complaint on 
04/21/2025 for an incident that occurred on 
04/01/2025.  This resident was no longer on-site 
as of 04/02/2025.

All paperwork regarding this incident was 
reviewed.  The complaint was unsubstantiated 
with no deficiencies identified.  

Census:  19
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