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A follow up survey was conducted by the State 

Agency (SA) on 6/23/21-6/24/21.  F600, F677, 

F880, M500 and M610 were the deficiencies cited 

during an Annual survey.  The facility was found 

to be back in compliance effective 6/21/21 with 

the State Licensure regulations.  The facility is 

licensed for 120 beds and had a census of 86 

during the followup.
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