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The Survey team entered the facility on 4/28/21
to conduct a complaint investigation. The survey
team was onsite 4/28/2021. Additional
information was obtained offsite on 4/29/2021
and 4/30/2021. Therefore, the exit date was
4/30/2021. The event ID # XRWQ11. 2 of the 2
complaint allegations were not substantiated.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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program participation.
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