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$ 003 Initial Comments 5003
An unannounced bienniat State Licensure survey
and a complaint/incident investigation survey
(7SB911, 04/03/2024) were conducted at this
residence. No deficiencies were identified
relative to the State Licensure survey.
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5003 [nitial Comments S 003
An unannounced complaint/incident investigation
survey was conducted at this residence. No
deficiencies were identified.
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