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A Covid-19 Focused Infection Control Survey
was conducted by the State Agency (SA) on
5/31/23 to 6/01/23. The facility was found to be in
compliance with 42 CFR 483.80 infection control
regulations and has implemented the CMS and
Centers for Disease Control and Prevention
(CDC) recommended practices to prepare for
COVID-19. At the time of the survey, the facility
had a census of 56 and held a license for 66
beds.
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