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The licensure resurvey with attached complaint 

numbers 184349, 184016, 180898, 176166, 

175677, 174672, 174404, and 172826, conducted 

on 01/02/24 & 01/03/24 at the above named 

assisted living facility resulted in a finding of no 

deficiency citations.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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