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 M 000 INITIAL COMMENTS  M 000

On 01/23/2025 with additional information 

obtained through 02/25/2025, Surveyors 

conducted a standard survey and surveyed the 

home to change the Adult Family Home class 

from ambulatory to non-ambulatory with 

conditions at Happy House. As a result, no 

deficiencies were identified, and the ambulatory 

class has been changed to non-ambulatory with 

conditions. 

Census:  3
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