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COMFORTCARE HOMES OF HARVEY COUNTY LLC MAMA| 1504 TERRACE DRIVE
NEWTON, KS 67114
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The Health Licensure Resurvey and Complaint |
Survey of the above-name facility conducted on
10/06/26 and 10/07/26 resulted in a finding of no

| deficiencies.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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