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 A 000 Initial Comment  A 000

Original complaint #2521048/IL186090 - This was 

investigated under IL185264, Violation Section 

295.4010 c)d)e) and Section 295.4060 h)6) cited.

Original complaint #2521337/IL186535 - This was 

investigated under IL185264, Violation Section 

295.4060 h)6) cited.
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