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A Licensure survey for a replacement faciiity was
conducted from 10/05-06/22. Mayflower
Healthcare Center did not have any deficiencies
at the time of the visit.
€Z000| Initial Comments ©2000
A Licensure survey for a replacement facility was
conducted from 10/06-06/22. Mayflower
Healthcare Center did not have any deficiencies
at the time of the visit.
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