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 M 000 INITIAL COMMENTS  M 000

On 06/09/2026, Surveyor conducted a standard 
survey and 1 self-report review at Rost-Huebner 
House 2. Additional information was gathered 
through 06/10/2026. The self-report was 
unsubstantiated, and no deficient practices were 
identified.

Census: 2
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