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On 3/3/2022, an unannounced closure monitoring
survey was conducted at L & L Assisted Living
Community, Inc. At the time of the survey, the
provider was still in operation and had a totaf of 6
residents residing at the facility. The owner
indicated she had no intention on closing the
facility. The owner was provided a copy of the
default final order dated 2/11/22 for not
responding to an omissions notice and informed
she had 30 days from the date of the notice to file
an appeal.
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