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Initial Comments

The State Agency (SA) conducted complaint
investigations (Cl), CI MS 16580 for Quality of
Care and Physical Environment, ClI MS #16975
for Quality of Care, Cl MS #17104 for Quality of
Care concerns and Abuse/Neglect, Cl MS
#17107 for staffing concerns, Cl MS #17254 for
Abuse/Neglect, Quality of Care, Environmental,
and Housekeeping concerns, Cl CMS #17255 for
Abuse/Neglect, Quality of Care concerns, Cl MS
#17506 for Dietary, Quality of Care and
Administration concerns, and Cl MS #17508 for
Quality of Care and Abuse/Neglect concerns
along with a COVID-19 survey from 03/08/21
through 03/11/21. During the survey, the AS did
not substantiate the complaints and no
deficiencies were cited. No deficiencies were
cited related to the COVID-19 Focused Infection
Control survey. The census was 89 and the
facility has a license for 105 beds.
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