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AQCQ] Initial Comments A0D0

A complaint {complaint #2021003945) was

conducted in conjunction with revisit to 2/2/2021

biennial survey and 2nd revisit to 12/14/2020

Complaint (complaint # 2020006547 and

#2020017866) survey at Hyde Park Assisted

Living on 03/30/2021. Hyde Park Assisted Living

had no deficient practice identified at the time of

the survey.
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