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Initial Comments

CI MS #18478-Follow-up Visit

On 06/23/2022 the State Agency (SA) conducted 

an on site follow-up visit for MS00018478 

involving a resident fall with injuries from a wheel 

chair while riding in the facility van/bus.  The SA 

determined that the facility was in complicnce 

with the State Licensure requirements and had 

made all necessary corrections.  The resident 

census was 86 and the facility was licensed for 

120 beds.
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