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 M 000 Initial Comments  M 000

On 04/23/25 the State Agency (AG) conducted an 

onsite complaint investigation (CI) MS #28409 for 

alleged verbal abuse.  The SA determined that 

the facility was in compliance with the Rules and 

Regulations for the Aged and Infirmed and no 

deficiencies were cited.  

The facility was licensed for 152 beds and the 

census was 111 on 04/23/25.
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