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 On January 16, 2019, an off-site follow-up was 
conducted to verify correction of a deficiency 
noted at the survey of October 26, 2018.  Lincoln 
County Care Center was found to be in 
substantial compliance with federal health care 
regulations as of November 30, 2018.

The surveyor conducting the follow-up was 
Belinda Day, RN.
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