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N 002 1200-8-6 No Deficiencies N 002
. This Rule is not met as evidenced by:
' Entity self-reported Incident # 2011113113653
: and complaint investigation # TN0O0030807, was
' completed November 20, 2010. No deficiencies
were cited under chapter 1200-8-6, Standards for
Nursing Homes.
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