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{A 000} Initial Comments A 000}
An unannounced revisit to Generator Assessment
Monitoring survey was conducted on 08/16/2020
at Safe Harbor Assisted Living Resort. The
previously cited deficiency was found corrected at
the time of the survey.
This survey was conducted in conjunction with
the Six Month Reticensure second revisit survey
and the Infection Controf Special survey on the
same date. See separate report for findings.
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