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No deficiencies were cited as a resulit of the
complaint investigation. Event ID MYTB11.
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Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from corracting providing it is determined that
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FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:MYTB11 Facility ID: 923071 If continuation sheet Page 1 of 1



