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{N 000} Initial Comments {N 000}
On 05/08/2024, Surveyor conducted 2 complaint
investigations and a verification visit at
Wyndemere Aspen House. Additional information
was gathered through 05/13/2024. The
complaints were unsubstantiated and all previous
deficient practices were corrected. No deficient
practices were identified.
Under statutory provisions, a $200 revisit fee is
being assessed for the follow-up licensing visit.
Census: 18
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