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On 07/08/25 the State Agency (SA) conducted an onsite 
complaint investigation for CI MS #29519 regarding 
hydration and environment. The SA determined that the 
complaint was not substantiated and that the facility 
was in compliance with the Standards for Participation
in Medicare and Medicaid and no deficiencies were 
cited. 

The facility was licensed for 60 beds, and the census 
was 49 at the time of the survey. 
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