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A recertification health survey for compliance
with 42 CFR Part 491, Subpart A, requirements
for rural health clinics, was conducted on 11/8/23.
Bowdle Clinic was found in compliance.
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A recartification survey for compliance with 42
CFR 481.12, Subpart A, Emergency
Preparedness requirements for rural health
clinics, was conducted on 11/8/23. Bowdle Clinic
was found in compliance.
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