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{A 000} Initial Comments A 000}

Acrevisit to 08/18/2021 survey complaint

{#2021011350 ) was done in conjunction with a

2nd revisit to 8/21/21 Complaint (# 2021005975)

at Toria's Assisted Living Facility Il on

08/22/2021. Toria's Assisted Living Facility Il had

no deficient practice identified at the time of the

survey.
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