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{A D00}, Initial Comments {A 000}
An unannounced revisit to the Complaint survey
{#2023016657, #2024000652, #2024001787,
#2024003654, #2024004335) was conducted on
1171812024 through 11/20/2024 at Midtown
Assisted Living Residence. The previously cited
deficiencies were found corrected at the time of
the survey.
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