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AQCQ] Initial Comments A0D0
A complaint investigation (complaint number
2019011805) in conjunction with a third revisit to
a change of ownership survey and a second
revisit to a complaint investigation (complaint
number 201800125) was conducted at Zuni Alf on
08/08/19 and concluded on 08/19/19.
Deficiencies were identified at the time of survey
and cited under the third revisit to a change of
ownership survey, and the second revisit to a
complaint investigation {complaint number
201900125) .
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