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The licensure resurvey with attached complaint 

numbers: 177092, 176971, 176738, 176099, 

175139, 174474, 174236, 173781, 171440, 

170135, 169945 and 169530, conducted on 

12/28/22 and 12/29/22 at the above named 

assisted living facility resulted in a finding of no 

deficiency citations.
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