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On July 1, 2019, The Division of Health Service
Regulation, Nursing Home Licensure and
Certification, conducted an on-site revisit. The
facility was found to be in compliance effective on
June 6, 2019.
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A complaint investigation survey was conducted
on 7/1/19. There were 3 allegations and all 3
allegations were unsubstantiated. Event ID
#82VY11.
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