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A 000 Initial Comments A 000
There were no complaints investigated during the
survey.
This is a 30 bed Assisted Living Facility with a
census of 9 on the survey date.
The facility's survey result is Yellow with a final
score of 87.
Deficiencies were cited during this survey for
failure to operate the facility in accordance with
the State Board of Health's (SBOH) Rules for
Assisted Living Facilities (ALFs), Chapter
420-5-4, Administrative Code.
Health Care Facilities
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