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{N 000} Initial Comments {N 000}

On 07/08/2026, Surveyor conducted a verification 
visit and three complaint investigations at Eagles 
Rest at Pepin. An additional complaint was 
received on the date of survey and was 
investigated. 

Four of 4 complaints were unsubstantiated.

The deficiencies identified in Statement of 
Deficiency XK2K15, dated 03/12/2026 were 
corrected.

No deficiencies were identified.

Census: 30
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