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A Life Safety Code survey was conducted at your
facility on January 26, 2011 by the Office of
Healthcare Licensing and Surveys, (OHLS).

The facility was a single story fully sprinkled
building of Type V (000} construction built in
1998. The building was equipped with a
supervised automatic wet sprinkler system and a
zoned fire alarm system. The facility had a
capacity of 15 licensed beds.

No deficiencies were observed during this survey.
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