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AQCQ] Initial Comments A0D0
A complaint investigation survey {complaint
numbers
2020020444,2020019272,2020020522,20210014
26, 2021001814 and 2021001986) in conjunction
with a COVID-19 focused infection controt and
generator monitoring survey was conducted at
Qakview Terrace on 2/17/2021 and 2/18/2021.
There was no deficient practice identified at the
time of the survey.
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