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NAME OF PROVIDER OR SUPPLIER

GREEN OAKS SENIOR LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE
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REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comment  A 000

Complaint Investigaton IL 00198374

The Green Oaks Senior Living is in compliance 

with Title 77: Chapter I: Part 295 Assisted Living 

and Shared Housing for this survey.
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