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{M 000} Initial Comments {M 000}

The State Agency (SA) conducted a revisit at the 

facility on 11/29/23 through 11/30/23 and placed 

the facility back into compliance for M500 for 

residents' rights, M610 for Activities of Daily 

Living, M815 for safe food handling procedures, 

M1010 for housekeeping facilities and services, 

and M1570 for infection control.  

The census at the time of the survey was 103 

with a bed capacity for 152 residents.
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