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AQCQ] Initial Comments A0D0
An unannounced Complaint (#2020008065,
#2020008568, #2021001490, #2021004074, and
#2021010761) survey was conducted on
08/24/21, 8/25/21, 8/26/21, 8/27/21, and
concluding on 08/31/21, at The Brennity At
Tradition. Complaint #2021001490 and
#2021010761 were substantiated without
deficiency.
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