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 S 000 INITIAL COMMENTS  S 000

The resurvey with attached complaints 197754, 

197487, 197005, 196803, 196678, 195977, 

195874, 194702, 193627, 193219, and 193059 

at the above named assisted living facility 

conducted on 01/28/26, 01/29/26, and 02/02/26 

resulted in a finding of no deficiency citations.
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