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AQCQ] Initial Comments A0D0
An unannounced Generator Variance Monitoting
survey was conducted on 10/29/2019 at Absolute
Care ALF. The facility had no deficiencies at the
time of the survey.
The facility continues to be out of compliance with
A 0181 and A 0200 from the 09/27/19 Relicensure
survey revisit.
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