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 L 000 Initial Comments  L 000

A Complaint investigation for Complaints 

#106376-C, #108176-C and Facility 

Self-Reported Incidents #100166-I, #101893-I 

and #109880-I was conducted on March 30, 2023 

to April 11, 2023. 

The facility was found to be in substantial 

compliance.
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