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SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Complaint 

Investigation (CI), MS #26047, CI MS#26130, CI 

MS#26158, and CI MS#26201 at the facility from 

8/26/24 through 8/28/24. MS#26047 was 

investigated for Resident Neglect related to 

medications, and Quality of Care/Treatment 

related to resident over sedated. MS #26130 was 

investigated for Resident Neglect. MS #26158 

was investigated for Resident Neglect, Injury of 

Unknown Origin, and Quality of Care/Treatment 

related to inappropriate feeding assistance/weight 

loss and water not offered. MS #26201 was 

investigated for Physical Environment related to 

facility being dirty, Resident Rights related to 

residents not treated with respect/dignity,Verbal 

Abuse, and Quality of Care/Treatment related to 

Client services not performed per resident's care 

plan/physician's instructions. During the survey, 

the SA determined the facility was in compliance 

with the Minimum Standards for Institutions for 

the Aged or Infirm, state licensure requirement. 

There were no deficiencies cited.
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