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 T 001 Initial Comments  T 001

On 2/20/25 an on-site unannounced visit was 
conducted at Marshwood Center to follow up on a 
deficiency cited at the Recertification survey 
conducted on 12/19/24.  It was determined that 
Marshwood Center was in substantial compliance 
with 10-144 CMR Chapter 110-Regulations 
Governing the Licensing and Functioning of 
Skilled Nursing Facilities and Nursing Facilities.
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