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The survey team entered the facility on
09/21/2021 to conduct a complaint investigation
survey. The survey team was onsite 09/21/2021
and 09/22/2021. Additional information was
obtained offsite on 09/23/2021. Therefore, the
exit date was 09/23/2021. Event ID:F8ZB11
Twenty of the 20 complaint allegations were not
substantiated.
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