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AQCQ] Initial Comments A0D0
A blennial survey and complaint investigation
{complaint numbers 20200022565 and
2020001345) was conducted in conjunction
with a revisit to 12/30/2019 complaint
investigation (complaint numbers 2019015434
and 2019017934) at New Port Richey Center
Assisted Living Facility on 2/17/2020. The facility
had no deficient practice identified at the time of
the survey.
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