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Continued from page 5
welfare and rights of each resident by developing and 
implementing written policies and procedures that 
prohibit and prevent abuse, neglect, exploitation and 
misappropriation of resident property; under 
Procedure:...IV. Identification of Abuse, Neglect and 
Exploitation:...Possible indicators of abuse include, 
but are not limited to: 1. Resident, staff or family 
report of abuse. 2. Physical marks such as bruises or 
patterned appearances such as a handprint, belt or ring
mark on a resident's body.3. Physical injury of a 
resident, of unknown source...; V. Investigation of 
Alleged Abuse, Neglect and Exploitation: A. An 
immediate investigation is warranted when suspicion or
allegation of abuse, neglect or exploitation, or 
reports of abuse, neglect or exploitation occur. B. 
Written procedures for investigations include; 
1.Identifying staff responsible for the 
investigation;...4. Identifying and interviewing all 
involved persons, including the alleged victim, alleged
perpetrator, witnesses, and others who might have 
knowledge of the allegations;...6. Providing complete 
and thorough documentation of the investigation. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 1/20/26 in relation to the
12/4/25 Complaint survey. The facility was found to be
in compliance with 42 CFR Part 483, Requirements for 
Long Term Care Facilities. 

 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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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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