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{A D00}, Initiat Comments {A000}
Arevisit to 03/05/2026 complaint investigation
{complaint numbers: 2025016581 and
2026001600}, a complaint investigation
{complaint numbers: 2026005580 and
2026008821), and a generator monitoring visit
were conducted at Caring Village at Forest Glen
on 06/03/2026. Deficiencies were found to be
corrected at the time of survey.
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