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AQCQ] Initial Comments A0D0
Unannounced Licensure Comptaint
{#2021005594, #2020016878, #2021002804,
#2021004272), Focused Infection Control and
Generator Monitoring surveys were commenced
on 04/21/2021 and conciuded on 04/27/2021.
The facility had no deficiencies identified at the
time of the visit.,
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