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 S 000 INITIAL COMMENTS  S 000

The abbreviated survey for complaints #'s 188942, 

188161, 186962, 186651 and 186554 conducted 

on 07/03/24 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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