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A verification visit was conducted on 03/27/2025 
for SOD (Statement of Deficiency) - IC9Q11 from 
05/09/2024.  At this time, on 03/27/2025, a 
verification visit was also conducted for SOD 
2FY311.  As a result of this survey all previous 
deficiencies have been corrected.  

Per state statutes a $200 revisit fee was 
assessed.

Census:  34
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