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An abbreviated survey with attached complaint 

conducted on 7/22/20, 7/23/20 and 7/24/20 at the 

above named residential health care facility in 

Leawood KS resulted in a finding of no deficiency 

citations.

The special infection control survey for COVID-19 

for the above named facility conducted on 

7-22-2020 resulted in findings of no deficiency 

citations.
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