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On 5/31/19 a complaint investigation survey was
conducted. As a result of the investigation F550
and F725 tags were cited.

The 2567 was amended on 7/16/19 based on
additional information provided by the facility.
Tags F550 and F725 were deleted.

There were no deficiciencies cited as a result of
the complaint investigation. Event# X7S811.
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