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AQCQ] Initial Comments A0D0

An unannounced Reticensure, Complaint

{2020001060, 2020003855, 2021005767,

2021006798, 2021007798, 2021009286,

2021017576, 2022002803, 2022005352,

2023007325) and Generator Monitoring survey

was on 06 023 and ¢ at

The Peninsula. The facility had no deficiencies at

the time of the survey.
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