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A complaint investigation (complaint number and

2020011638} in conjunction with a COVID-19

infection control and generator survey was

conducted at New Era Community Health Center,

LLC on July 17th, 2020 and concluded on July

31st, 2020. The facility had no deficiencies at the

time of the survey.
AHCA Form 3020-0001

TILE (x6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

1YB811

i continuation sheet 1 of 1



