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 L 000 Initial Comments.  L 000

>>>>The purpose of this visit was to investigate 

intakes #GA00221779, #GA00221781, and 

#GA00222176.  An onsite visit was made to the 

facility on 3/9/22. The investigation was started on 

3/8/22 and the completed on 3/9/22.  No rule 

violations were cited as a result of this 

investigation.
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