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 L 000 INITIAL COMMENTS  L 000

An onsite complaint investigation survey was 

conducted on 06/16/21 with exit from the facility 

on 6/16/21.  Additional information was obtained 

on 06/17/21.  Therefore, the exit date was 

changed to 06/17/21. There were two allegations 

investigated and they were both unsubstantiated.  
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