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 A 000 Initial Comments  A 000

On August 27, 2024, an unannounced complaint 

investigation was conducted for this 16 bed 

Specialty Care Assisted Living Facility (SCALF) 

with a census of 14.

There were three (3) complaints investigated 

during this survey. LC#20240822023, 

LC#20240701005 and LC#20240801008 were all 

received from the same complainant and were 

investigated during the onsite survey. No 

deficiencies were cited as a result of the 

complaint investigations.

CONNIE CHERRY, REGISTERED NURSE
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