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AQCQ] Initial Comments A0D0
An unannounced blennial survey with speciaity
ficense limited mental health, comprehensive
emergency management plan, focused infection
control itoring and
were conducted at Stepping Stones assisted
fiving facility on 2/19/21. Facility requested bed
increase from three fo six resident during this
ticensure renewal. At the time of survey no
deficiencies identified.
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