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L 0CO| Initial Comments L 000
A COVID-19 Focused Infection Control Survey was
conducted at Inspire Rehabilitation and Health
Center from January 27, 2021. Survey activities
consisted of a review of three (3) sampled
residents. The survey was conducted under Title
22B District of Columbia Municipal Regulations,
Chapter 32 Nursing Facilities. The resident census
during the survey was 159.
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