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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of Reid 

Health temporary offsite Monoclonal Antibody 

Therapy Clinic located at 601 East Main Street, 

Richmond, Indiana.  

Facility Number:  005044

 

Survey Date:  1/18/2022

The Reid Health Monoclonal Antibody Therapy 

Clinic will be added as a temporary offsite of 

facility.

QA:  01/19/2022
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