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A recertification survey was conducted by Healthcare
Licensing and Surveys from 1/12/26 to 1/15/26. Based
upon the findings of the survey team, it was determined
that this facility was in compliance with the
requirements of 42 CFR Part 418, Hospice Services.
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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
sarticipation.
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