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F0000 INITIAL COMMENTS F0000 

A complaint health survey for compliance with 42 
CFR Part 483, Subpart 8, requirements for Long 
Term Care facilities was conducted on 6/9/26,The 
area surveyed was nursing services regarding 
medication error, false documentation, verbal and 
physical abuse of a resident, resident neglect 
regarding resident showers not being completed and 
care of a hospice resident. Dells Nursing and Rehab 
Center Inc. was found in compliance. 
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