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AQCQ] Initial Comments A0D0
A biennial relicensure survey and a complaint
investigation (#2023004920, 2023004927,
2023005081, 2023005783) were conducted at
the imperial Club Assisted Living Facility from
04/03/2023 through 04/06/2023. Deficiencies
were identified at the time of the survey, cited
under revisit survey VOHF13,
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