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 A 000 Initial Comment  A 000

COMPLAINT# 254681 / IL196547

Part of this Complaint under Allegation of Physical 

Abuse was investigated as Facility Reported 

Incident Investigation to Incident dated 5/27/25 / 

IL193341 and was conducted on 6/5/25 with 

violations cited at 295.6000 and 295.6010.
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