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Initial Comments.

An unannounced re-licensure survey with Limited
Nursing Services and Emergency Power Plan
monitoring, in conjuction with a complaint
investigation {complaint numbers 2023014133
and 2023015270), was conducted at Brookdale
Chambrel Pinecastle on November 28th, 2023
through November 29th, 2023. The facility had no
deficiencies at the time of the survey.
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