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A 000 Initial Comment A 000

Compliant Investigation

IL00186424

Refer to complaint with exit date of 2/3/25 and

correction date of 2/28/25, IL180059/2498878,

IL00183523/2580044 in which R1, R5(subjects of

IL00186424) were reviewed for staffing with

substantiated violation at 295.3000 a) for short

staffing.
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