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A 000! Initial Comments A000
n i for
#2024005232, #2024015228, & #2025003881
and an emergency power plan monitoring survey
was conducted at Harbour Health Assisted Living
on 8/13/25 through 8/14/25.
Complaint # 2024005232 was not substantiated.
Complaint # 2024015228 was substantiated
without citation.
Complaint # 2025003881 was not substantiated
The facility had no deficiencies at the time of the
survey.
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