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{N 000} Initial Comments {N 000}

A verification visit for SOD (Statement of 

Deficiency) 8QL411 and a complaint investigation 

were conducted at Clarity Care Bernard on 

Hoffman on 06/28/2023 with information gathered 

through 06/29/2023.  As a result of this survey all 

previous deficiencies were corrected.  The 

complaint was unsubstantiated.  

Per state statutes a $200.00 re-visit fee was 

assessed.

Census:  6
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