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U000Initial Comments. U000

Atthetimeofsurvey, AtlantaWomen'sMedical
CenterwasincompliancewithChapter111-8-4,  
RulesandRegulationsforAmbulatorySurgical
TreatmentCentersastheresultofcomplaint
investigationnumberGA00158266.  No
deficiencieswerecited. 
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