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Initial Comments

An investigation was conducted from 11/07/16 to
11/08/16 for the purpose of review for 1 complaint
in relation lo the Missouri Regulations for
Abortion Facilities.

Complaint #M000120615 was found o be
unsubstantiated with no deficiencies.

The facllity was found to be in substantial
compliance with the rules and regulations for
abortion facilities found at 18 CSR 30-30.060.
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