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This visit was for a Federal/State Complaint of a
Home Health Provider.

Survey Dates: 7/28/2022 - 7/29/2022

Complaint: 71260 - Unsubstantiated. No findings
cited.

At this survey, Elder's Journey-Brazil was found
to be in compliance with 42 CFR 484 and 410 IAC 17
of a home health survey.
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