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For the unannounced on-site revisit and 
complaint survey started on 04/06/26 and 
completed on 04/07/26, the sample included six 
residents for complete review. In addition, the 
sample included one supplemental resident to 
verify specific concerns during the survey. 

During the revisit survey and the complaint 
investigation, the facility was found in compliance 
with regulatory requirements.
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