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{M 000} Initial Comments {M 000}

The State Agency conducted a revisit survey at 

the facility from 03/18/24 through 03/19/24 and 

placed the facility back into compliance for M500 

related to resident rights, M610 related to 

activities of daily living, and M615 related to 

pressure ulcers. The facility was placed back into 

compliance as of 03/08/24.

The census at the time of the revisit survey was 

118 and the facility held a license for 119 beds.
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