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AQCQ] Initial Comments A0D0
A complaint investigation (Complaint Number
2020008330, 2020008723, 2020010462,
2020011207, and 2020013971) was conducted at
Stone Ledge Manor Assisted Living Facility on
08-19-2020 to 08-20-2020 with a focused
infection control visit and a generator monitoring.
The facility had no deficiencies at the time of the
survey.
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