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A complaint investigation survey was conducted
with an on site revisit on 10/08/19. There were a
total of 7 allegations investigated and none were
substantiated. Event ID# M84H11.
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On 10/08/19 the Division of Health Service
Regulation conducted an on site revisit follow-up
survey and complaint investigation survey. The
facility was found to be in compliance effective
09/13/19. Event ID# LZU612.
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