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 N 000 Initial Comments  N 000

On 07/17/2023 with additional information 

gathered through 7/18/2023, Surveyors 

conducted a standard survey, two complaints and 

three facility self-report investigations at Eagle 

Court Memory Care.  As a result no deficiencies 

were identified.

Two of 2 complaints were unsubstantiated.

Census: 26
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