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{A 000} Initial Comments A 000}
A folfow-up to a bienniat re-licensure with
Extended Congregate Care (ECC) and
Emergency Power Plan (EPP) monitoring survey
was conducted by desk review for Summerfield
Suites Assisted Living Facility on January 28,
2020. Deficiencies were found to be corrected at
the time of the survey.
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