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Cassville Health Care Center 1300 County Farm Road
Cassville, MO 65625

F 0584

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited
to receiving treatment and supports for daily living safely.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

1.Please refer to event ID 1D693E-H3, exit date 02/02/26, for details.Complaints #2700845 and #2717249
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