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96793, KIHEI, Hawaii, 96753

179 HALE KAI STREET 140 N MARKET ST, SUITE 202B, WAILUKU, HI

PROVIDER'S PLAN OF CORRECTION

A desk review follow-up was conducted on 01/17/24
with the program manager at the Arc of Maui. The
organization has joined HAH and will be participating
in multi-ageny drills. E-039 was found to be
corrected. Date of survey was 12/5/23.
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