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An unannounced revisit to a survey for
complaints 2025016163, 2025016263, and
2025016815 was conducted at Our Home at
Beacon Hill on 01/12/2026 to 01/16/2026. This
was a follow up to the original complaint survey
which occurred on 11/13/2025. A new complaint
survey and a revisit to another survey were
performed concurrent to this survey. Deficiencies
related to these complaints were found to be
corrected at the time of the survey.
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