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Stonebridge Memory Care is in general 

compliance with the Requirements of the Assisted 

Living and Shared Housing Establishment Code 

for this survey.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM If continuation sheet  1 of 1021199 J1HQ11


