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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Complaint 

Investigation (CI) on 9/8/21 for C MSI# 17959 

regarding allegations of Quality of 

Care/Treatment.  CI MS #17959 was 

unsubstantiated with no deficiencies cited.  The 

facility was found to be in compliance with the 

regulations required by Centers for Medicare and 

Medicaid Services (CMS).  The facility is licensed 

for 60 beds with a census of 46 on day of survey.
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