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A 000 INITIAL COMMENTS A 000

 This visit was for investigation of a Federal 

hospital complaint.

Complaint Number:  IN00454447 - No 

deficiencies related to the allegations are cited. 

Survey Date:  03/21/2025

Facility Number:  005033

Northwest Health- Porter is in compliance with 42 

CFR 482.23, Nursing Services, Medicare 

Conditions of Participation, in regard to the 

investigation of complaint IN00454447.

QA:  3/31/2025
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program participation.
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