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An onsite revisit was conducted on 1/24/23
through 1/25/23. Tags F684, F688, F727, F755,
F759, F761, F812 and F867 were corrected as of
1/25/23. However, a new tag was cited as a result
of the complaint investigation survey that was
conducted at the same time as the revisit. The
facility is still out of compliance.
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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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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