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{M 000} Initial Comments {M 000}

A Desk Review was completed on  09/20/20 for 

all previous deficiencies cited on the 02/19/20 

Complaint Investigation  survey CI MS# 16486.  

All deficiencies have been corrected, and no new 

noncompliance was found. The facility is in 

substantial compliance with Medicare and 

Medicaid Participation requirements as of 

04/01/20.
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