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 N 000 Initial Comments  N 000

A complaint, a self-report investigation, and an 

abbreviated survey were conducted at Living Tree 

Estates LLC on 09/18/2023.  As a result of this 

investigation there was no deficiency with the 

self-report or complaint and the complaint was 

unsubstantiated.  There were no deficiencies with 

the survey process. 

Census:  40
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