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An unannounced complaint investigation survey
[DC00014034 and DC00014035] was conducted at
the facility from 12/03/2025 to 12/10/2025. The
facility's census was 58 on the first day and 59 on
the last day. The sample size was ten (10) patients.
There was compliance found with [DC00014034
and DC00014035].
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