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The following citations represent the findings of 

the abbreviated survey for complaints #167204, 

#167205, #167122, #167168 and #166740 

conducted on 11/17/21, 11/18/21, 11/22/21, 

11/23/21, 11/24/21 and 11/29/21.

A revised 2567 was sent electronically to the 

facility on 12-08-21
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