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 On 7/9/24 an on-site visit complaint survey was 
conducted at MaineGeneral Rehabilitation and 
Long Term Care - Gray Birch to investigate 
complaint  #ME00047964 and to determine if the 
facility was in compliance with the Medicare and 
Medicaid Federal Conditions of Participation 
requirements for nursing homes.  There were no 
regulatory deficiencies identified as a result of the 
7/9/24 investigation.
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