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{A 000} Initial Comments A 000}
Arevisit to 10/30/2020 complaint investigation
{complaint number: 2020016926) and a second
revisit to 09/14/2020 change of ownership,
ded care itoring, and
generator monitoring were conducted at Twin
Creeks Assisted Living and Memory Care on
12/17/2020. Deficiencies were found to be
corrected at the time of survey.
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