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A Recertification/Abbreviated Survey (KY#22463)
was conducted on 11/12/14 through 11/14/14 to
determine the facility's compliance with Federal
requirements. The facility failed to meet the
minimum requirements for recertification with the
highest Scope and Severity of an "E". Complaint
KY#22463 was unsubstantiated with no
deficiencies cited.
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