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 N 000 Initial Comments  N 000

On 01/31/2024 and 02/01/2024, Surveyor 

conducted a monitoring visit  and 3 complaint 

investigations at Care Partners Assisted Living 

Oconto. Additional information was gathered 

through 02/02/2024. All 3 complaints were 

unsubstantiated and no deficient practices were 

identified.

Census: 25
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