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AQCQ] Initial Comments A0D0

An unannounced licensure Compiaint survey

{#2021005857, #2021009468 and #2021011821)

was conducted on 08/25/2021, 08/26/2021 and

08/31/2021 at The Lenox on the Lake. Complaint

#2021005857 and #2021000468 were

substantiated without deficiency.
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