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AQCQ] Initial Comments A0D0
An unannounced Complaint survey
{#2022008202, #2022013071, #2022015818,
#2023005504, #2023006424, #2023000901,
#2023010498, #2023014334 & #2023014592)
and a Generator Monitoring survey were
conducted on 01/16/2024 at Harborchase Of
Wellington Crossing. The facility had no
deficiencies at the time of the visit.
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