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A. BUILDING:
C
ASL510179 B. WING 10/28/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 ZACHARY ROAD
GREENTREE AT MT VERNON
MOUNT VERNON, IL 62864
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A000| Initial Comment A 000

Original Complaint Investigation # IL179062

completed on 10/16/24- No Deficiency cited

Piggy Back Complaint Investigated #l1179697-No

Deficiency cited.
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