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On 05/05/2025 with additional information 

gathered through 05/07/2025, Surveyors 

conducted a complaint investigation and 

verification visit at Wyndemere Cedar House.  As 

a result the previous deficiencies were corrected, 

with no new deficiencies identified.  The 

complaint was unsubstantiated. 

Per state statutes a $200.00 revisit fee was 

assessed.
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