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A follow up survey by desk review was conducted
on 8/15/25 through 8/22/25 for Moorings Park
OQakstone at Grey Oaks.
This was a follow up to the complaint
i igation for #2025003380 and
power plan monitoring survey was conducted on
7115125,
Deficiencies were found fo be corrected at the
tfime of the survey.
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