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 A 000 Initial Comment  A 000

Piggyback investigation/Desk review for Facility 

Reported Incident of 07/15/26/IL202869

Similar allegations were reviewed during on-site 

investigation of Facility reported incident of 

07/07/26/IL202730-No Violations cited. 

Complaint #2658459/IL202745 with violations 

cited -295.2000, 295.4000, and 295.4010
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