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AQCQ] Initial Comments A0D0
An unannounced Generator Assessment
Monitoring survey was conductd on 08/06/20 at
Watercrest of St. Lucie West Assisted Living and
Mermory Care. The facility had no deficiencies
during the visit
This survey was conducted in conjunction with
ticensure complaint survey (#2019019595) and
Infection Control Special survey on the same
date. See separate report for findings,
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