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The follawing reflects the findings of the Galifornia |
Department of Public Heelth during the
investigation of a complaiit, o
| Complaint Intake # GAOD277568
Representing the Department of Public i{ealth: l
18928 '
|
The inspection was limitec! to the specific incldent
invastigated and does not represent the findings
of a full inspection of the ficllity.
The allegation was unsubsitantiated.
No deficiencles Issued for CAQD277568
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