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 N 000 Initial Comments  N 000

On 07/22/2024, Surveyor conducted a standard 

licensure survey/probationary license at NCHC 

Adult Crisis Stabilization Facility. 

No deficiencies were identified. 

The facility will be granted a regular Comunity 

Based Residential Facility (CBRF) license for 

class ANA (non-ambulatory) residents.

Census: 7
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