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 N 000 Initial Comments  N 000

From 03/18/2026 to 03/19/2026, Surveyor 

conducted a complaint investigation at 

Kindredhearts of Cottage Grove, a CBRF in 

Cottage Grove.

The complaint was substantiated based on a 

previous investigation. See Statement of 

Deficiency (SOD) IXKP11, dated 02/09/2026.

Census: 4
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