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On 5/5/26 through 5/6/26, an abbreviated survey
was completed at your facility to conduct a
complaint investigation to determine compliance with
the regulations at 42 CFR Part §418, Conditions of
Participation for Hospice Services. The agency was
found to be in compliance.

The following complaints were reviewed with no
deficiencies issued: H15946985C (2653986)
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found to be in compliance.
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