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{M 000} Initial Comments {M 000}

On 7/14/21 the State Agency (SA) conducted a 

desk review of the information provided to our 

agency related to the complaint investigation that 

was conducted on 06/09/21. The information 

provided by the facility confirmed the facility had 

put measures in place to correct the deficient 

practice and sustain compliance with both 

Federal and State requirements of participation.
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