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Joplin Health and Rehabilitation Center 2218 W 32nd Street
Joplin, MO 64804

F 0602

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.

40769

1. Please refer to event ID XMKY12, exit date 11/21/24. 
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