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F 000 INITIAL COMMENTS F 000

 A Covid-19 Focused Infection Control Survey 

along with a complaint investigation (CI MS 

#16894) was conducted by the State Agency (SA) 

on 7/13/2020, no new observations related to the 

infection control survey were noted, however, the 

facility remains out of compliance based on 

deficiencies cited during the complaint 

investigation.  At the time of the survey, the 

facility had a census of 98 and held a license for 

180 beds.
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