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AQCQ] Initial Comments A0D0
A complaint survey (complaints 2021005650,
2021005950, 2021005956, 2021002408,
20210101993, 2022001107, 2022001755) was
conducted at Inn at Cypress Village ALF from
02/15/2022 to 02/16/2022. Deficient practice was
not identified at the time of the survey.
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