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Initial Comments:

CI MS #21046

On 03/21/23 the State Agency (SA) conducted an 

onsite complaint investigation, MS00021046, for 

the facility self-reported incident of a fall with 

fracture that a resident received in the non-facility 

owned van/bus while riding to dialysis.  The SA 

concluded that the facility was in compliance with 

the requirements and regulations for the Aged 

and Infirmed and did not cite any deficiencies.  

The census was 90 and the facility was licensed 

for 102 beds.
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