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 S 000 INITIAL COMMENTS  S 000

The following represent the findings of a 

complaint investigation #181419, #181420, 

#181422, #181367, #180835, #180607, 

#180410, #180374, #179226, #178909, and 

#178134 at the above named assisted living 

conducted on 07/19/23 and 07/20/23 which 

resulted in no citations.
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