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AQCQ] Initial Comments A0D0
A Closure Monitoring survey was attempted at
The House of Cares, inc. on 02/21/24 at 12:20
PM. The monitoring survey could not be
completed due to the Administrator refusing the
state surveyor access to the facifity.
At the time of the visit, a caregiver was present at
the facility and answered the front door. The
caregiver would not confirm or deny the presence
or number of residents residing in the facifity at
this time.
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