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{N 000} Initial Comments {N 000}

On 04/22/2026, Surveyor conducted a verification 
visit at Stoddard CBRF LLC dba Creamery Creek 
Senior Living.

The deficiency identified in Statement of 
Deficiency PI1V11, dated 06/18/2025 was 
corrected.

No deficiencies were identified.

Census: 42
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