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AQCQ] Initial Comments

An unannounced complaint investigation
{complaint numbers 2021003378, 2021004970,
and 2021006502) and a COVID-19 focused
infection control survey were conducted at
Superior Residences at Cala Hills on May 26,
2021 and May 27, 2021. The facility had no
deficiencies at the time of the survey.
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