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A 000 Initial Comments A000
An unannounced Relicensure, Complaint
{#2024004697, #2024010460, #2024013493,
#2024016720 and #2024003519) and Generator
Monitoring survey was conducted at Morselife
Memory Care Residence on 09/29/2025 -
09/30/2025. The provider had no deficiencies at
the time of the visit.
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