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 N 000 Initial Comments  N 000

On 11/05/2025, Surveyors conducted an 

abbreviated survey, one (1) complaint 

investigation and reviewed one (1) self-report at 

High Point Residence Port Washington.  As a 

result of the survey 1 complaint was 

unsubstantiated, 1 self-report was filed, and no 

deficiencies identified during the survey.

Census: 38
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