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o SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
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e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A D00}, Initial Comments {A 000}
A Revisit to (08/15/2024) complaint survey
{#2024010003) was conducted at Lakeshore
Manor at Lake Jackson LLC on 09/30/2024.
Deficiencies were found fo be corrected at the
time of the survey.
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