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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a Complaint 

Investigation (CI), MS #22257, MS #22287, and 

MS #22312 at the facility from 8/14/23 through 

8/15/23.  The SA investigated MS #22257 for 

insufficient supplies, facility staffing, residents not 

turned or repositioned, and residents not changed 

timely, MS #22287 for resident assessment and 

infection control, and MS #22312 for resident 

elopement.  During the survey, the SA 

determined the facility was in compliance with the 

requirements for participation in Medicare and 

Medicaid.  

The facility is license for 230 beds with a census 

of 215.
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