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L 000 INITIAL COMMENTS L 000
An unannounced onsite re-licensure survey was
| conducted on 10/14/25 through 10/16/25. The |
facility is in compliance with the requirements of |
10A NCAC 13D, the Rules for the Licensing of
Nursing Homes. No deficiencies were cited on
this re-licensure survey. Event ID#UJ4M11
|
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