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V0110 CFC-INFECTION CONTROL
CFR(S): 494.30

This CONDITION is not met as evidenced by:

Based on observations, facility policies and procedures and interviews, it was
determined the facility failed to ensure the staff followed infection control
requirements per regulations and facility policies and procedures. Refer to V101, V
111,V 113,V 122,V 126, V 130, and V 143



