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{A 000} Initial Comments A 000}
A revisit to the complaint investigation (complaint
numbers 2020001011 and 2020002702) of
2/26/2020 in conjunction with a biennial survey
with a complaint investigation {complaint numbers
2020006878 and 2020007376) and generator
monitoring and focused infection control survey
was conducted at Oak Tree Manor on
10/20/2020. The facllity had no deficencies at the
time of survey.
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