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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS #18333 at the facility from on 

12/14/21.  The SA did not substantiated the 

complaint for injury of unknown origin and cited 

no deficiencies. However, the facility remains out 

of compliance due to deficiencies cited on the 

10/28/2021 survey.

The facility had a census of 67 with a license for 

75 beds.
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