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AQCQ] Initial Comments A0D0
An unannounced Licensure complaint survey,
#2020007936, was conducted on 05/05/20 and
completed on 05/08/20 at Savorah Alf Inc.,
License #12262. The facility had no deficiencies
at the time of the survey.
An Infection Control Special survey and a
Generator Assessment Monitoring survey was
conducted in conjunction with this complaint
survey. Please see separate report for findings.
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