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D 000 Initial Comments { D000
An annual survey was conducted at your agency
from June 11, 2013, to determine compliance
with Title 22 DCMR, Chapter 34 (Community f
Residence Facilities). The findings of the survey
were based on a random sample of three (3)
clinical records based on a (census of 11)
patients and three (3) personnel files based on a
(census of one 21) employees, observations,
staff and employee interviews.
There were no deficiencies cited during this
annual survey.
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