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A. BUILDING:
c
ALRO1500 B. WING 10/11/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
425 ALBION ROAD
LIGHTHOUSE AT LINCOLN
LINCOLN, RI 02865
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DEFICIENCY) '
S 003) Initial Comments 5003
An unannounced complaint/incident investigation
survey was conducted at this residence. No
deficiencies were identified.
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