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AQCQ] Initial Comments A0D0
An unannounced biennial re-licensure survey was
conducted on 10/2/23-10/3/23 at Rosa's Caring
Heart Madison Assisted Living Facility. During this
survey, a review of the facility's limited mental
health and limited nursing services, the facility's
, the p i
management plan, and the visitation policy
oceurred. At the time of survey, there were no
areas of concern identified.
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