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AQCQ] Initial Comments A0D0
An unannounced biennial re-ficensure, Extended
Congregate Care (ECC) and Emergency Power
Plan (EPP) monitering survey was conducted at
New Horizon Senior Citizen Home Assisted Living
Facifity on June 17, 2019 through June 18, 2018.
The provider had no deficiencies at the time of
the survey.
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