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Initial Comments

On 5/27/26 and 5/28/26, an offsite desk review
was conducted for Clover Health Care RCIV, for
the purpose of investigating facility reported
incident #ME00053365. It was determined that
Clover Health Care RCIV was in compliance with
10/144, Chapter 113- Regulations Governing the
Licensing and Functioning of Assistive Housing
Programs-Level IV, Private Non-Medical
Institutions.
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