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AQCQ] Initial Comments A0D0

On October 19, 2023, an unannounced desk

review revisit survey was completed for the

complaint survey (2023012253 and 2023011648)

ending August 11, 2023 at Westminster Oaks.

Based on acceptable plan of correction and

upporting ion, the deficiencies were

found 1o be corrected.
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