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{C 000} Initial Comments {C 000}

Report by David Hickman

DHSR Construction Section conducted a Biennial 
Follow-up Survey on May 16, 2025 from 9:30 AM 
to 9:50 AM at the above referenced facility.  All 
previously cited deficiencies were verified as 
being corrected.  Therefore, no further action is 
required.
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