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E 000 Initial Comments E 000 

An emergency preparedness survey was conducted 
at this facility from 02/09/2026 through 02/13/2026.  
 
The survey findings determined that the facility was 
in substantial compliance with the requirements of 
Emergency Preparedness Requirements for 
Medicare and Medicaid Participation for 
Intermediate Care Facilities for Individuals with 
Intellectual Disabilities (ICF/IID).   
 
No deficiencies were cited. 
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