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AD0O Initiat Cormments AQ00
An unannounced change of ownership,
emergency power plan monitoring, heaith facility
reporting system, visitation form, and complaint
investigation for #2024012014 and #2024012489
was conducted at Lexington Manor Asssisted
Living on 7/28/25 through 7/29/25.
Complaint #2024012014 was substantiated
without citation.
Complaint #2024012489 was substantiated
without citation.
The provider had no deficiencies at the time of
survey.
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