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 A 000 Initial Comment  A 000

Facility Reported Incident 1-27-26  Il200252  

Compliant investigation  #2652228/IL200344

For this survey, Sunshine Gardens is in 

compliance with Part 295 Assisted Living and 

Shared Housing Establishment Administrative 

Code and 210 ILCS 9/1 Assisted Living and 

Shared Housing Act.
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