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{C 000} Initial Comments {C 000}

Report by Scott Greenwood

DHSR Construction Section conducted a Biennial 
Follow Up Survey on March  27, 2024 from 10:10 
AM to 10:30 AM. At the time of the follow up 
survey all of the previously cited deficiencies have 
been corrected.  . Therefore no further action is 
required.
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