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COZY HAVEN AFH STANLEY, WI 54768
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{M 000} INITIAL COMMENTS {M 000}
On 07/26/2023, Surveyor conducted a desk
review verification visit for Cozy Haven AFH.
The deficiency identified in Statement of
deficiency (SOD) AOBY 11, dated 01/13/2022,
was corrected.
No deficiencies identified.
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