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An unannounced Focused Infection Control Survey
was conducted at this facility from June 13, 2025, to
June 16, 2025. Survey activities consisted of
observations, record reviews, and resident and staff
interviews. The sample included eight (8) residents.
The facility's census on the first day of the survey
was 252 residents.

After analysis of the findings, it was determined that
the facility was in compliance with the requirements
of 22B District of Columbia Municipal Regulations
(DCMR) Chapter 32 requirements for Long Term
Care Facilities.
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