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An onsite revisit was conducted on 09/19/23.
Tags F727 and F812 were corrected as of
09/19/23. However, new tags were 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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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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