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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaints 

IN00216816 and IN00218399.

Complaint IN00216816 - Substantiated. No 

deficiencies related to the allegation were cited.

Complaint IN00218399 - Unsubstantiated due to 

lack of evidence. 

Survey dates:  January 3 and 4, 2017

Facility number:  001120

Provider number: 155756

AIM number: 200525120

Census bed type:

SNF/NF:   37

Residential:  55

Total: 92

Census payor type:

Medicare:  4

Medicaid:  19

Other:14

Total:  37

Sample:  5

Quality Review completed by 34438 on January 

9, 2017.
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