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For the unannounced licensure survey started on
September 27, 2016 and completed on
September 29, 2016, the sample included five
residents for complete review and one closed
record for review. In addition, the sample included
six supplemental residents.
The survey identified no Tier | or Tier Il
deficiencies.
Senior Suites at Sakakawea is in substantial
compliance with the requirements of North
Dakota Administrative Code Chapter 33-03-24.1
"Licensing Rules for Basic Care Facilities in North
Dakota.”
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