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{A 000} Initial Comments A 000}
A Complaint Survey (#2023001391) was
conducted in conjuction with a fifth revisit for a
Change of Ownership survey, two complaint
investigations (#2020019654 & #2020017280 )
and a full survey at Courtyard Plaza on March 20,
2023. A deficiency was identified at the time of
the survey and will be cited under Event ID:
7JTP12.
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