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 L 000 INITIAL COMMENTS  L 000

An unannounced complaint investigation was 

conducted in the assisted living section of the 

facility on 11/17/20 with exit from the facility 

11/17/20.  Additional information was obtained 

through 11/19/20.  Therefore the exit date was 

changed to 11/19/20.  1 of 1 allegation was 

substantiated but did not result in a deficiency.  

Event ID #XHOJ11.
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