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MORNING STAR SPECIAL CARE UNIT
FAYETTEVILLE, NC 28301
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{C 000} Initial Comments {C 000}
Report by Suzanna Fay of a Follow Up
Construction Survey by Documentation on August
11, 2025.
Based on documentation received by this office
on August 5, 2025, all previously cited
deficiencies have been corrected and no further
action is required at this time.
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