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The survey team entered the facility on 7/14/25 to 
conduct a complaint investigation survey and exited on
7/16/25. An additional intake was received and the team
returned to the facility on 7/22/25 to investigate the
additional intakes and to obtain additional information
and exited on 7/23/25. Therefore, the exit date was 
changed to 7/23/25. Event ID# 1D1716-H1. The following
intakes were investigated 2566137, 816730, 816410, 
2565945, 2566090, 816471, 816479, 816533. 

8 of the 8 complaint intakes did not result in 
deficiency. 
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participation.
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