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Paper Compliance was completed on 05/11/12,
for the annual recertification and state licensure
survey completed on 04/13/12.

Facility Number: 000815
Provider Number: 15G296
AIM Numbers: 100249080

Surveyor: W. Christopher Greeney QMRP;
ICF-1ID Surveyor Supervisor

Tag(s) corrected: W263
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