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An Abbreviated/ Partial Extended Survey
investigating complaints 2564371 and 2622989
was initiated on 10/1/2025 and concluded on
10/1/2025. Complaint GA002622989 was
substantiated. Complaint 2564371 was
unsubstantiated. No deficiencies were cited. 
The facility’ s census was 108 on 10/1/2025. 
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