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{A 000} Initial Comments {A 000}
ARevisit to (11/6/21, 11/30/21 & 1/28/22 & 5/2/22)
complaint survey (2021013808 & 2021014439 &
2021014634 & 2021015394) was conducted at
Angel Care Assisted Living Facility on 08/02/2022.
Deficiencies were found to be corrected at the time
of survey.
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