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 P 000 Initial Comments  P 000

A complaint survey initiated on 05/14/2026 and 
concluded on 05/14/2026 to investigate 
complaints KY00048305, KY00048425,  and 
KY00048441. 

No regulatory violation identified for complaint(s) 
KY00048305, KY00048425  and KY00048441.
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