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{A 000} Initial Comments {A 000}
Athird revisit to the complaint surveys {complaint
numbers 2024000306, 2024000795 & 2024001190)
completed on 1/29/24, 3/27/24 & 5/23/24 were
conducted at Oakview Terrace on 07/29/2024.
Deficiencies were found to be corrected at the time
of survey.
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