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A complaint investigation (complaint number:
2021009282), a revisit to 06/09/2021 complaint
investigation (complaint number 2021004473),
and a second revisit to 05/11/2021 complaint
investigation (complaint numbers: 2021006201
and 2021006688) were conducted at Angel Care
Assisted Living Facility on 07/22/2021. The facility
had no deficiencies at the time of the survey.
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