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{A 000} Initial Comments A 000}
An unannounced revisit survey was conducted on
04/14/2020 at Northpointe Retirement
Community. This was a follow-up to a complaint
survey for allegations contained within prior
complaint # 2020002827 and 2020003167
originally completed on 03/18/2020. Previously
cited deficiencies were found to be corrected at
the time of the revisit.
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