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{A 000} Initial Comments A 000}
On November 4, 2019, a desk review revisit was
conducted to the state complaint survey
(2019006846, 2019007571, 2019007910 and
2019008169) ending on July 16, 2019 at Tapestry
Assisted Living in Tallahassee, Lakeshore.
Based on an acceptable corrective action plan
and d ion, deficiencies were
found corrected.
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