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{S 000} General Comments {S 000}

A Life Safety Code revisit survey was conducted 
by Healthcare Licensing and Surveys on 
03/04/2026. The initial survey was performed on 
11/13/2025, with a first revisit survey performed 
on 01/14/2026. All deficiencies have been 
corrected, and the facility is now back in 
compliance.
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