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F 000 INITIAL COMMENTS F 000

 Initial Comments

On September 24, 2024 the State Agency (SA) 

conducted four (4) onsite complaint investigations 

CI MS #26160; CI MS #26355; CI MS #26455; 

and CI MS #26483, all four (4) complaints were 

alleged concerns with unclean and untidy physical 

environment, black mold on shower stall walls 

and shower curtains, and general unclean 

resident rooms and resident areas, as well as low 

staffing numbers on the 11:00 PM-7:00 AM shifts, 

and alleged complaints of laxatives being placed 

in a resident's food.  The SA determined that the 

facility was in compliance with the Standards for 

participation in Medicare and Medicaid and no 

deficiencies were cited. 

 The resident census on 09/24/2024 was 138 and 

the facility was licensed for 165 residents.
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