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S 000 INITIAL COMMENTS S 000
The resurvey with review of facility report #188317
and 195611 conducted on 05/27/25 and 05/28/25
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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

021199

707G11 If continuation sheet 1 of 1



