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An offsite revislt survey was conducted from 12/1/26
through 12/5/25 for all previous deﬁcierfncies cited on
9/11/25, All deficiencles have been corrected, and no
new noncompliance was found. The fagility is in
compliance with all regulations surveyéd.
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‘ollowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued program
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