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This visit was for a State Licensure Initial Home 

Health 2nd revisit survey 

Survey Date 10/15/18

Facility Number: 014342

Census Current Active Census: 1

Active Clinical Records Reviewed : 1

At this revisit survey there were no findings and 

the past findings had been corrected.  

Adaptive Nursing and Healthcare Services was 

found to be in compliance with IAC 410 Article 17 

Home Health Agencies.
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