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22000 Initial Comments 2z000
Arevisit to a complaint investigation
{2025011579) was conducted at Golden Cove
ALF on 10/06/25. The facility had corrected
deficiencies at the time of the visit.
{A 000} Initiat Comments {A 000}
Arevisit to a complaint investigation
{2025011579) was conducted at Golden Cove
ALF on 10/06/25. The facility had corrected
deficiencies at the time of the visit.
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