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The State Agency conducted an annual
recertification survey from 6[712017 to 6/912017 in
the facility and found that the facility was in
substantial compliance with the state licensure
requirements. No health deficiencies were cited
during this survey.
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The facility meets the applicable provisions of the
2000 (existing) Edition of the Life Safety Code
(LSC) of the National Fire Protection Association
(NFPA).

There were no LSC deficiencies cited during this
survey.
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