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A 000! Initial Comments A000
A complaint survey (complaint numbers
2025001621, 2026004244, 2025004272,
2025005191, and 2025005788), with limited
nursing services (LNS) and generator monitoring,
was conducted at Noble House Senior Living on
6/2/25 and 6/3/25. Deficiencies were not
identified at the time of survey.
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