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Initial Comments.

An unannounced revisit survey was conducted at
Laurel Oaks Assisted Living Facility on
07/02/2024. The provider had no deficiencies at
the time of the visit.

Arevisit to the relicensure survey at Laurel Oaks
Assisted Living Facility was conducted on
07/02/2024. Previously cited deficient practice
was found corrected at the time of the revisit.
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