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AQCQ] Initial Comments A0D0
An unannounced complaint survey for allegations
contained within complaint 2019012708 was
conducted on 9/30/19 at Superior Residences of
Niceville. A Limited Nursing Services (LNS) and
Extended Congregate Care (ECC) monitoring
survey was conducted in conjunction. No
deficient practice was identified at the time of this
survey.
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