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A 000 Initial Comments A 000
' An annual survey was conducted on 2/22/10. \
| The facility was surveyed against the 1
' R432-270 rules for assisted living facilities. The \
' facility met the minimum standards set forth in i
| those rules. No deficiencies were cited. The i
facility also met the minimum standards for the
| Medicaid Waiver clients reviewed.
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