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SMP HEALTH - ST ALOISIUS

STREET ADDRESS, CITY, STATE, ZIP CODE
325 E BREWSTER ST, HARVEY, North Dakota, 58341

PROVIDER'S PLAN OF CORRECTION

483, Subpart B.

The standard Medicare/Medicaid recertification
survey started on 04/27/26 and concluded 04/29/26.
SMP St. Aloisius is in compliance with 42 CFR Part
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