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AQCQ] Initial Comments A0D0
An unannounced change of ownership survey
with Emergency Power Plan monitering and a
complaint investigation {complaint numbers
2022015225, 2022016253, and 2022018994)
were conducted on February 22, 2023 through
February 23, 2023 and April 4, 2023. No
deficiencies were identified at the time of the
survey.
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