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AD0O Initiat Cormments AQ00
A complaint (complaint numbers 2026016255 &
2026012451} investigation with a generator
monitoring survey, inconjunction with a revisit
survey was conducted at Elevated Estates
Edwinola on 09/18/2026. The facility had
deficiencies at the time of survey recited on the
revisit survey (CXQ713).
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