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On 11/25/2024, Surveyors conducted an 
abbreviated survey and reviewed one (1) 
self-report at The Residence at Oshkosh II.  As a 
result of the survey, no deficiencies were 
identified, the self-report had no findings.  The 
facility can serve up to 32 residents and can 
begin admitting residents as of 11/25/2024.  

Census:  0
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