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AQCQ] Initial Comments A0D0
An unannounced biennial re-licensure survey with
Emergency Power Plan monitoring, an off-hours
complaint investigation {(complaint number
2021004465), and a COVID-18 focused infection
control survey were conducted at Vista Lake on
May 5, 2021 through May 6, 2021. The facility
had no deficiencies at the time of the survey,
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