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 N 000 Initial Comments  N 000

On 07/17/2024, with information gathered through 

07/18/2024, Surveyor investigated 3 complaints 

at Countryside Manor West in Sheboygan. 

Three (3) of 3 complaints were unsubstantiated.

As a result of the survey, no deficiencies were 

issued.

Census:  61
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