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 P 000 Initial Comments  P 000

A Relicensure Survey and Complaint Survey 
investigating complaint KY00040503, 
KY00040719, KY00041472, and KY00043147 
was initiated on 03/12/2025 and concluded on 
03/13/2025.  The Division Of Healthcare 
determined the facility was compliant with 
regulatory guidelines with no deficient practice 
cited.
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