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Initial Comments

An unannounced complaint/incident investigation
survey, ACTS reference numbers 87854 and
97951, was conducted at this residence on
10/16/2024 to determine compliance with state
regulations. No deficiencies were identified. A
follow-up to two previous surveys (Q09012 and
YOUJ12) were conducted at this residence; all
pricr deficiencies were corrected.
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