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{N 000} Initial Comments {N 000}

This was a re-visit for the Initial state licensure 

survey of a home health agency completed on 

7/25/18.

Re-visit date:  9/4/18

Facility ID:  14339

Census:  4

Adaptive Nursing and Healthcare Services of 

Lafayette was found to be in compliance with 410 

IAC Article 17.
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