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The State Survey Agency (SA) conducted a 

complaint investigation on 7/16/2020. The result 

of the investigation was unsubstantiated with no 

deficiencies cited for Neglect, Quality of Care 

related to Responsible Party Not Notified, Quality 

of Care related to Inappropriate Feeding 

Assistance for WT Loss, and Physical 

Environment related to Safe Environment Not 

Provided. The SA determined the facility was in 

compliance with Medicare and Medicaid 

requirements for participation.
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