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B046039 B. WING 05/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10001 FONTANA LANE
CARE HAVEN HOMES - FONTANA
OVERLAND PARK, KS 66207
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The resurvey with complaint # 188489 conducted
on 05/14/25 at the above-named home plus
facility resulted in a finding of no deficiency
citations.
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