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F 000 INITIAL COMMENTS F 000

 A complaint health survey for compliance with 42 

CFR Part 483, Subpart B, requirements for Long 

Term Care facilities was conducted from 9/30/24 

through 10/1/24. Areas surveyed included 

resident neglect relating to failure to toilet 

residents in a timely manner, skin breakdown 

issues, and not following a resident's care plan 

for transferring. The Neighborhoods At Brookview 

was found in compliance.
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