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On 01/27/2026, Surveyor conducted an 
abbreviated survey at Sycamore Lodge Senior 
Living in Kiel.

As a result of the survey, no deficiencies will be 
issued.

Census: 19

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM DIKB11


