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(X3) DATE SURVEY COMPLETED

06/18/2026

NAME OF PROVIDER OR SUPPLIER

Granger Nursing & Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE
2001 Kennedy Street , Granger, lowa, 50109

PROVIDER'S PLAN OF CORRECTION

A complaint investigation for facility reported
incidents #3045751-1, #2984303-1 was conducted on
June 17, 2026 to June 18, 2026. The facility was
found to be in substantial compliance.
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