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This visit was for the Investigation of Complaints 

IN00391437, IN00393256, IN00393399, IN00393607, 

IN00394878 and IN00395083.  This visit resulted in 

a Partially Extended Survey- Immediate Jeopardy.

This visit was done in conjunction with the Post 

Survey Revisit (PSR) to the Investigation of 

Complaints IN00384837, IN00385579, IN00386509, 

IN00389455, IN00390581, IN00390853, and 

IN00391322 completed on 9/29/22. 

Complaint IN00391437 - Substantiated.  

Federal/State deficiencies related to the 

allegations are cited at F677 and F757.

Complaint IN00393256 - Substantiated.  

Federal/State deficiencies related to the 

allegations are cited at F600, F677, F686, and  

F757.

Complaint IN00393399 - Unsubstantiated due to 

lack of evidence.

Complaint IN00393607 - Unsubstantiated due to 

lack of evidence.

Complaint IN00394878 - Substantiated.  No 

deficiencies related to the allegations are cited.

Complaint IN00395083 - Substantiated.  

Federal/State deficiencies related to the 

allegations are cited at F600.

Complaint IN00384837 - Not Corrected.

Complaint IN00385579 - Corrected.
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Complaint IN00386509 - Not Corrected.

Complaint IN00389455 - Not Corrected.

Complaint IN00390581 - Corrected.

Complaint IN00390853 - Not Corrected.

Complaint IN00391322 - Not Corrected.

Survey dates:  November 29, 30, and December 1, 

2022.

Facility number:  000076

Provider number:  155156

AIM number:  100271060

Census Bed Type:

SNF/NF:  125

Total:  125

Census Payor Type:

Medicare:  6

Medicaid:  82

Other:  37

Total:  125

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.  

Quality review completed on 12/5/22.

483.24(a)(2) 

ADL Care Provided for Dependent Residents 

§483.24(a)(2) A resident who is unable to 

carry out activities of daily living receives the 

necessary services to maintain good 

nutrition, grooming, and personal and oral 

hygiene;

F 0677

SS=D

Bldg. 00

Based on observation, record review and F 0677 Aperion- Arbors Michigan City 12/23/2022  12:00:00AM
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interview, the facility failed to provide ADL 

(activities of daily living) assistance to a 

dependent resident related to completing 

scheduled showers for 1 of 3 residents reviewed 

for ADL care. (Resident E)

Finding includes: 

Resident E's record was reviewed on 11/29/22 at 

1:37 p.m. Diagnoses included, but were not limited 

to, peripheral vascular disease, diabetes mellitus, 

anxiety disorder, psychotic disorder, kidney 

failure, high blood pressure, chronic obstructive 

pulmonary disease, and heart disease. 

The Discharge Minimum Data Set assessment, 

dated 11/18/22, indicated her cognitive patterns 

had not been assessed. She required supervision 

for activities of daily living (ADLs) including bed 

mobility, transfer, walk in room, locomotion on 

unit, locomotion off unit, dressing, eating, toilet 

use, personal hygiene, and bathing. 

An ADL Care Plan, dated 8/24/22, indicated the 

resident needed assistance due to impaired 

mobility related to heart failure. Interventions 

included, but were not limited to, the resident 

required limited to total assist with 1-2 staff for 

bathing/showering. 

The CNA Task List indicated the resident 

preferred bathing on Tuesday and Friday during 

the day. 

The November 2022 Tasks record and shower 

sheets indicated the resident did not receive a 

shower or bed bath on the following dates: 

11/8/22, 11/11/22, 11/15/22, and 11/22/22. 

Interview with the Director of Nursing and 

PSR to 9/29/22 Complaint

Exit 12/1/2022

Compliance 12/23/2022

 

F 677 ADL Dependent Residents

 

This Plan of Correction is the 

center's credible allegation of 

compliance.

 

Preparation and/or execution of 

this plan of correction does not 

constitute admission or agreement 

by the provider of the truth of the 

facts alleged or conclusions set 

forth in the statement of 

deficiencies.  The plan of 

correction is prepared and/or 

executed solely because it is 

required by the provisions of 

federal and state law.

 

1) Immediate actions taken for 

those residents identified:

Resident E was offered and given 

a shower at the time of survey.

 

2) How the facility identified 

other residents:

The facility completed an audit to 

identify any dependent residents 

needing grooming and personal 

hygiene. The facility staff provided 

showers, grooming, and personal 

care as needed.

 

3) Measures put into place/ 

System changes:

Facility staff was in-serviced on 

ADL Care Provided for Dependent 
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Administrator on 12/1/22 at 9:50 a.m., indicated 

they had no further information to provide. 

This Federal tag relates to Complaint IN00391437 

and IN00393256. 

3.1-38(a)(2)(A)

Residents, including but not 

limited to, providing ADL care for 

residents unable to carry out 

activities of daily living and to 

ensure that residents receive 

showers, grooming, and hygiene. 

Education also provided on the 

POC system and how to 

document ADL care.

 

4) How the corrective actions 

will be monitored:

DON/designee will review the 

shower audit report for all 

residents at least twice weekly 

x30 days, then at least once 

weekly x60 days, then at least 

monthly thereafter to ensure 

showers are documented as 

scheduled. Any identified 

concerns will be promptly 

addressed with responsible 

individual(s).

Additionally, DON/Designee will 

randomly interview at least 5 

residents per week for 90 days, to 

validate showers are being 

received, any resident who 

verbalizes not receiving showers, 

per schedule, will be offered a 

shower or bed bath, with 

DON/Designee validation of 

provision of the same. Thereafter, 

5 resident interviews per month 

will be conducted for 3 months. 

 Any identified concerns will be 

promptly addressed with the 

responsible individual(s).

 

The results of these audits will be 
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provided to the QA Committee by 

the DON/Designee and will be 

reviewed in Quality Assurance 

Meeting monthly x6 months or 

until an average of 90% 

compliance or greater is achieved 

x3 consecutive months.  The QA 

Committee will identify any trends 

or patterns and make 

recommendations to revise the 

plan of correction as indicated.

 

 

 

483.25(b)(1)(i)(ii) 

Treatment/Svcs to Prevent/Heal Pressure 

Ulcer 

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.  

Based on the comprehensive assessment of 

a resident, the facility must ensure that-

(i) A resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop 

pressure ulcers unless the individual's clinical 

condition demonstrates that they were 

unavoidable; and

(ii) A resident with pressure ulcers receives 

necessary treatment and services, consistent  

with professional standards of practice, to 

promote healing, prevent infection and prevent 

new ulcers from developing.

F 0686

SS=D

Bldg. 00

Based on record review and interview, the facility 

failed to ensure residents with pressure ulcers 

received the necessary treatment and services to 

promote healing, related to treatments not 

completed as ordered for 2 of 3 residents reviewed 

for pressure ulcers.  (Residents L and D)

F 0686 Aperion- Arbors Michigan City

PSR to 9/29/22 Complaint

Exit 12/1/2022

Compliance 12/23/2022

F-686 Treatment /Svcs

This Plan of Correction is the 

center's credible allegation of 

12/23/2022  12:00:00AM
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Findings include: 

1. During an interview on 11/30/22 at 8:50 a.m., 

Resident L indicated his pressure ulcer treatments 

were not always done on the weekends.

The record for Resident L was reviewed on 

11/30/22 at 9:00 a.m.  The resident was admitted on 

4/22/22.  Diagnoses included, but were not limited 

to, acute kidney failure, morbid obesity, 

paraplegia, pressure ulcer, right leg amputation, 

heart failure, major depressive disorder, G- tube, 

and colostomy.  

The 10/12/22 Quarterly Minimum Data Set (MDS) 

assessment, indicated the resident was 

cognitively intact. The resident had pressure 

ulcers.

A Care Plan, updated 10/12/22, indicated the 

resident had a pressure ulcer present to the 

sacrum, left ischium, left lateral foot, and right 

ischium due to at history of ulcers, immobility, and 

paraplegic.  The approaches were to administer 

treatments as ordered and assess for 

effectiveness.

Physician's Orders, dated 10/23/22, indicated 

Calcium Alginate-Silver Pad 4.25, apply to sacrum, 

right ischial, left posterior leg, left lateral foot, and 

left ischial topically one time a day for wound 

care. Cleanse with normal saline, pat dry, apply 

calcium alginate with silver to wound bed, super 

absorbent pad and cover with dry dressing. 

The Treatment Administration Record for 11/2022, 

indicated the treatments were not signed out as 

being completed on 11/10, 11/12, 11/13, 11/16, 

11/17, 11/18, 11/23 and 11/27/22.

compliance.

Preparation and/or execution of 

this plan of correction does not 

constitute admission or agreement 

by the provider of the truth of the 

facts alleged or conclusions set 

forth in the statement of 

deficiencies.  The plan of 

correction is prepared and/or 

executed solely because it is 

required by the provisions of 

federal and state law.

 

1) Immediate actions taken for 

those residents identified:

1.  Resident L’s dressings were 

observed at the time of facility 

notification to identify if ordered 

treatments had been applied 

according to physician orders. 

Dressings were applied, as 

necessary.

2.  Resident D no longer resides in 

the facility; therefore, no further 

corrective action could be taken 

for this resident.

 

2) How the facility identified 

other residents:

Residents with pressure ulcers, 

and ordered treatments, have the 

potential to be affected by the 

cited practice.

 

3) Measures put into place/ 

System changes:

A. Licensed nurses have been in 

serviced relative to Treatment/Svcs 

to Prevent/Heal Pressure Ulcer, 

including but not limited to, the 
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Interview with the Wound Nurse on 11/30/22 at 

2:30 p.m., indicated she was in the facility on 11/16 

and 11/17/22 and completed his treatments. She 

had forgotten to sign the treatments out as being 

completed. 

Interview with the Executive Director on 12/1/22 at 

9:52 a.m., indicated she had spoken with the staff 

who worked on the above days and they told her 

they had completed the pressure ulcer treatments, 

but did not document.  The ED had staff sign the 

treatment record on 11/23 and 11/27/22 for all the 

treatments being completed. 

Interview with the Director of Nursing on 12/1/22 

at 2:00 p.m., indicated the pressure ulcer 

treatments were to be completed as ordered by the 

Physician.2. Resident D's closed record was 

reviewed on 11/30/22 at 2:05 p.m. Diagnoses 

included, but were not limited to, cutaneous 

abscess of abdominal wall, sepsis, chronic 

obstructive pulmonary disease, major depressive 

disorder, anxiety, heart failure, and heart disease.

The Admission Minimum Data Set (MDS) 

assessment, dated 10/25/22, indicated the resident 

was cognitively intact for daily decision making. 

The resident had 1 stage 2 pressure ulcer that was 

present upon admission, and 2 stage 3 pressure 

ulcers that were present upon admission. 

A Physician's Order, dated 10/24/22 at 8:00 a.m., 

indicated apply kerlix to right lower leg as 

preventative one time a day every Monday, 

Wednesday, and Friday for wound care. 

The November 2022 Treatment Administration 

Record (TAR), indicated the kerlix to the right 

lower leg was not signed out as being completed 

and was blank on 11/11/22 and 11/16/22. 

importance of ensuring physician 

ordered treatments are applied, 

and application of treatments is 

signed out on the eTAR upon 

completion.

B.      A QA tool has been 

updated and implemented to 

validate compliance.

 

4) How the corrective actions 

will be monitored:

 

DON/designee will review the TAR 

audit report at least 3 times per 

week x 30 days, then at least 

twice weekly x 30 days and at 

least once weekly thereafter to 

ensure treatments were completed 

as ordered. Any identified 

concerns will be promptly 

addressed with the responsible 

individual(s).

Visual observations of wound 

dressings will be completed on at 

least 10 residents per week 

receiving wound treatments x 30 

days, then at least 5 residents per 

week x 30 days, then at least 5 

residents monthly thereafter to 

ensure dressing changes are 

completed as ordered. Any 

identified concerns will be 

promptly addressed with the 

responsible individual(s).

 

The results of these audits will be 

provided to the QA Committee by 

the DON/Designee and will be 

reviewed in Quality Assurance 

Meeting monthly x6 months or 
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A Physician's Order, dated 11/22/22 at 12:06 p.m., 

indicated calcium alginate silver pad 4, apply to 

right lateral lower leg topically one time a day.

The November 2022 TAR indicated the calcium 

alginate treatment to the right lateral lower leg was 

not signed out as being completed and was blank 

on 11/9/22, 11/11/22, 11/12/22, 11/14/22, 11/16/22, 

11/17/22, and 11/19/22. 

A Physician's Order, dated 10/22/22 at 8:00 a.m., 

indicated calcium alginate silver pad 4 apply to 

sacrum topically one time a day.

The November 2022 TAR indicated the calcium 

alginate treatment to the sacrum was not signed 

out as being completed and was blank on 11/9/22, 

11/11/22, 11/12/22, 11/14/22, 11/16/22, 11/17/22, 

and 11/19/22. 

A Physician's Order, dated 10/22/22 at 8:00 a.m., 

indicated Curity Iodoform Packing Strip 

miscellaneous (gauze pads and dressings) apply 

to left ischial topically one time a day for wound 

care, cleanse with normal saline, pat dry, apply 

iodoform packing strip to wound bed and cover 

with dry dressing. 

The November 2022 TAR indicated the iodoform 

packing treatment to the left ischial was not 

signed out as being completed and was blank on 

11/9/22, 11/11/22, 11/12/22, 11/14/22, 11/16/22, 

11/17/22, and 11/19/22. 

A Physician's Order, dated 10/22/22 at 8:00 a.m., 

indicated Curity Iodoform Packing Strip 

Miscellaneous  (gauze pads and dressings), apply 

to right ischial topically one time a day for wound 

care Cleanse with normal saline, pat dry, and 

until an average of 90% 

compliance or greater is achieved 

x3 consecutive months.  The QA 

Committee will identify any trends 

or patterns and make 

recommendations to revise the 

plan of correction as indicated.
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apply iodoform packing strips to wound bed and 

cover with dry dressing. 

The November 2022 TAR indicated the Iodoform 

packing treatment to the right ischial was not 

signed out as being completed and was blank was 

blank on 11/9/22, 11/11/22, 11/12/22, 11/14/22, 

11/16/22, 11/17/22, and 11/19/22. 

A Physician's Order, dated 10/27/22 at 8:00 a.m., 

indicated Santyl ointment 250 unit/gram apply to 

right lower posterior leg topically one time a day 

for wound care, cleanse with normal saline, pat 

dry, apply Santyl to wound bed and cover with 

dry dressing. 

The November 2022 TAR indicated the Santyl 

ointment to the right lower posterior leg was not 

signed out as being completed and was blank on 

11/9/22, 11/11/22, 11/12/22, 11/14/22, 11/16/22, 

11/17/22, and 11/19/22.

Interview with the Director of Nursing and 

Administrator on 12/1/22 at 9:50 a.m., indicated 

they had no further information to provide. 

Interview with the Wound Nurse on 12/1/22 at 

11:27 a.m., indicated the resident went out to the 

wound clinic on Tuesday and Friday each week, 

but it was not noted in the chart. She indicated on 

11/9/22, she must have been rushing and did not 

sign out the treatment on the TAR.    

This Federal tag relates to Complaint IN00393256.   

3.1-40(a)(2)

483.45(d)(1)-(6) 

Drug Regimen is Free from Unnecessary 

Drugs 

F 0757

SS=E

Bldg. 00
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§483.45(d) Unnecessary Drugs-General.  

Each resident's drug regimen must be free 

from unnecessary drugs.  An unnecessary 

drug is any drug when used-

§483.45(d)(1) In excessive dose (including 

duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d)(3) Without adequate monitoring; 

or

§483.45(d)(4) Without adequate indications 

for its use; or

§483.45(d)(5) In the presence of adverse 

consequences which indicate the dose 

should be reduced or discontinued; or

§483.45(d)(6) Any combinations of the 

reasons stated in paragraphs (d)(1) through 

(5) of this section.

Based on record review and interview, the facility 

failed to ensure a resident was free from 

unnecessary medications, related to not 

administering antibiotics, insulin, and blood 

pressure medications as ordered for 4 of 4 

residents reviewed for unnecessary medications.  

(Residents L, E, G, and D)

Findings include:

1. The record for Resident L was reviewed on 

11/30/22 at 9:00 a.m.  The resident was admitted on 

4/22/22.  Diagnoses included, but were not limited 

to, acute kidney failure, morbid obesity, 

paraplegia, pressure ulcer, right leg amputation, 

heart failure, major depressive disorder, G- tube, 

and colostomy.  

F 0757 Aperion- Arbors Michigan City

                                                  

                          POC Complaint 

            

                                                  

               Exit 12/1/2022

                                                  

                  Compliance 

12/23/2022

 

F-757 Unnecessary Meds

 

This Plan of Correction is the 

center's credible allegation of 

compliance.

Preparation and/or execution of 

this plan of correction does not 

12/23/2022  12:00:00AM
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The 10/12/22 Quarterly Minimum Data Set (MDS) 

assessment indicated the resident was cognitively 

intact.

Physician's Orders, dated 11/16/22, indicated 

Clindamycin (an antibiotic medication) HCl 300 

milligrams (mg), 1 capsule every 8 hours for 7 days 

for a wound infection. 

The Medication Administration Record (MAR), 

dated 11/2022, indicated the medication was first 

administered on 11/16/22 at 4:00 p.m., and signed 

out through 11/23/22 at 8:00 a.m.

Physician's Orders, dated 11/24/22, indicated 

Clindamycin HCl 300 mg, 1 capsule two times a 

day for a wound infection. 

  

The 11/2022 MAR indicated the antibiotic was not 

signed as being administered at  8 a.m. on 

11/27/22, and at 4 p.m. on 11/25 and 11/27/22.

On 11/30/22 at 9:30 a.m., LPN 1 removed all of the 

antibiotic punch cards that were in the medication 

cart for the resident. There was 1 Clindamycin 

punch card with a pharmacy delivery date of 

11/16/22 that had 1 pill remaining in the package.  

A total of 20 capsules were sent.  Another 

Clindamycin punch card with a pharmacy delivery 

date of 11/24/22 had 6 pills remaining out of the 10 

pills that were sent. 

Interview with the Director of Nursing on 12/1/22 

at 2:00 p.m., indicated the antibiotic was to be 

administered as ordered by the Physician.2. 

Resident E's record was reviewed on 11/29/22 at 

1:37 p.m. Diagnoses included, but were not limited 

to, peripheral vascular disease, diabetes mellitus, 

anxiety disorder, psychotic disorder, kidney 

constitute admission or agreement 

by the provider of the truth of the 

facts alleged or conclusions set 

forth in the statement of 

deficiencies.  The plan of 

correction is prepared and/or 

executed solely because it is 

required by the provisions of 

federal and state law.

 

1) Immediate actions taken for 

those residents identified:

1.  Resident L, E, and G’s 

medication orders were reviewed 

and Licensed Nursing staff 

in-serviced on the correct orders, 

physicians were notified of the 

discrepancies.

2.  Resident D no longer resides in 

the facility; therefore, no further 

corrective action could be taken 

for this resident.

 

 

2) How the facility identified 

other residents:

All residents that are prescribed 

medication are at risk for the cited 

practice; therefore, all residents of 

the facility have the potential to be 

affected.

 

3) Measures put into place/ 

System changes:

Licensed nurses and QMAs have 

been re-educated relative to Drug 

Regimen is Free from 

Unnecessary Drugs, including but 

not limited to, ensuring that 

medications are administered per 
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failure, high blood pressure, chronic obstructive 

pulmonary disease, and heart disease. 

A Physician's Order, dated 11/21/22 at 10:00 p.m., 

indicated Amoxicillin (an antibiotic) tablet 500-125 

milligram (mg) 1 tablet by mouth three times a day.

The November 2022 Medication Administration 

Record (MAR) indicated the resident did not 

receive the Amoxicillin on 11/22/22 at 6:00 a.m., 

11/25/22 at 8:00 p.m., and 11/29/22 at 6 a.m. 

A Physician's Order, dated 11/12/22 at 9:00 p.m., 

indicated Insulin Glargine 300 unit/milliliter 25 

units at bedtime. 

The November 2022 MAR indicated the resident 

did not receive the Insulin Glargine at 9:00 p.m. on 

11/12/22, 11/13/22, 11/14/22, 11/15/22, 11/25/22, 

11/26/22, and 11/27/22. The MAR was left blank. 

Interview with the Administrator on 12/1/22 at 1:58 

p.m., indicated she had spoken with the resident 

today and she indicated the medications were not 

administered. 

3. Resident G's record was reviewed on 11/29/22 at 

1:45 p.m.  The resident was admitted on 11/22/22. 

Diagnoses included, but were not limited to, 

chronic obstructive pulmonary disease, diabetes 

mellitus, and heart failure. 

A Physician's Order, dated 11/23/22 at 9:00 p.m., 

indicated Lantus SoloStar (an antidiabetic 

medication) 40 units at bedtime.

The November 2022 Medication Administration 

Record (MAR) indicated the resident did not 

receive the Lantus SoloStar medication at 9:00 

p.m. on 11/25/22, 11/26/22, 11/27/22, and 11/29/22. 

physician orders, and documented 

according to facility policies and 

procedures.

 

DON/designee will review the 

MAR/TAR missing documentation 

audit report at least 5 times per 

week x 30 days, then at least 3 

times per week x 30 days, then at 

least weekly thereafter to ensure 

medications are administered as 

ordered. Any identified concerns 

will be promptly addressed with 

responsible individual(s).

DON/Designee, daily, on 

scheduled days of work, for 4 

weeks, will review the eMARs of 

residents receiving Insulin and 

antibiotics to ensure 

documentation of administration is 

present. Schedule of reviews will 

follow the above schedule. Any 

identified concerns will be 

promptly addressed with 

responsible individual(s).

DON/designee will audit 

medication punch cards of at least 

2 residents per week receiving 

antibiotic therapy, as available, 

and at the end of antibiotic 

regimen x 30 days, then at least 4 

residents per month, as available, 

thereafter, to ensure all doses 

have been administered as 

ordered. Any identified concerns 

will be promptly addressed with 

responsible individual(s).

 

4) How the corrective actions 

will be monitored:
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A Physician's Order, dated 11/23/22 at 9:00 p.m., 

indicated Humalog Insulin (an antidiabetic 

medication) inject per sliding scale before meals 

and at bedtime as followed: 

- 0 - 150 = 0

- 151 - 200 = 2

- 201 - 250 = 4

- 251 - 300 = 6

- 301 - 350 = 8

- 351 - 400 = 10

- 401+ = 12 Call Physician

The November 2022 MAR indicated the Humalog 

Insulin was blank and not signed out at all on 

11/25/22 at 9:00 p.m., 11/26/22 at 4:00 p.m., 11/26/22 

at 9:00 p.m., 11/27/22 at 9:00 p.m., 11/29/22 at 4:00 

p.m. and 9:00 p.m.

Interview with the Director of Nursing and 

Administrator on 12/1/22 at 9:50 a.m., indicated 

they had no further information to provide. 

4. The closed record for Resident D was reviewed 

on 11/30/22 at 2:05 p.m. Diagnoses included, but 

were not limited to, cutaneous abscess of 

abdominal wall, sepsis, chronic obstructive 

pulmonary disease, major depressive disorder, 

anxiety, heart failure, and heart disease.

The Admission Minimum Data Set (MDS) 

assessment, dated 10/25/22, indicated the resident 

was cognitively intact for daily decision making. 

A Physician's Order, dated 10/20/22, indicated 

Midodrine (blood pressure medication) 10 

milligram tablet by mouth every 8 hours. 

The November 2022 Medication Administration 

Record (MAR) indicated the resident did not 

 

The results of these audits will be 

provided to the QA Committee by 

the DON/Designee and will be 

reviewed in Quality Assurance 

Meeting monthly x6 months or 

until an average of 90% 

compliance or greater is achieved 

x3 consecutive months.  The QA 

Committee will identify any trends 

or patterns and make 

recommendations to revise the 

plan of correction as indicated. 
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receive the Midodrine on the following dates and 

times:

- 11/15/22 5:00 p.m. coded 9 - See Progress Notes

- 11/16/22 1:00 a.m. coded 9 - See Progress Notes

- 11/17/22 9:00 a.m. coded 2 - Drug Refused 

- 11/17/22 5:00 p.m. coded 5 - Hold/See Progress 

Notes

- 11/18/22 1:00 a.m. coded 5 - Hold/See Progress 

Notes

- 11/21/22 1:00 a.m. coded 5 - Hold/See Progress 

Notes

- 11/21/22 5:00 p.m. coded 5 - Hold/See Progress 

Notes

There were no corresponding progress notes. 

Interview with the Director of Nursing and 

Administrator on 12/1/22 at 9:50 a.m., indicated 

they had no further information to provide. 

This Federal tag relates to Complaint IN00391437 

and IN00393256.  

3.1-48(a)(6)
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