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AQCQ] Initial Comments A0D0
Unannounced licensure Complaint surveys
{#2020010673, #2021006842, #2021007170 &
#2021008438) and Generator Monitoring survey
were conducted from 9-30-2021 to 10-01-2021 at
Cresthaven. The facifity had no deficiencies at
the time of the surveys.
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