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 P 000 INITIAL COMMENTS  P 000

A Complaint Survey investigating KY48423, 
KY48411, KY48341, KY48158, KY48124, 
KY47958, KY47954, KY47942, KY47837, 
KY47833, and KY48605 was initiated on 
06/11/2026 and concluded on 06/11/2026 with no 
State regulatory violations identified.   

Survey Dates: 06/11/2026

Facility census: 32

Sample size: 6
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