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Initial Comments.

An unannounced bed capacity increase (14 beds
to 21 beds), Complaints (#2022002730 and
#2022005197) and a Generator Monitoring
survey was conducted on 09/13/22 at Mama
Liama LLC. The facility was found to have the
necessary space and equipment needed related
to the bed capacity increase. The facility had no
deficiencies identified at the time of the survey.
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