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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an 

Abbreviated/Partial survey investigating CI# MS 

15890 on 08/30/19.  Based on record reviews of 

the Care Plan, Incident Report, Medical Records, 

Nurses Notes, Records reporting to SA and 

interviews, the survey revealed the complaint was 

substantiated with no deficiencies cited.
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