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A 000 Initial Comments A 000
On December 1, 2007, a routine survey and
complaint investigation was conducted.
The following complaint was investigated during
the survey:
25-2006 was not substantiated.
This is a 17 bed congregate Assisted Living
Facility with a census of ten on the survey date.
The facility's survey result is Yellow with a final
score of 80.
A facility plan of correction for cited deficiencies
was submitted and accepted.
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