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{A 000} Initial Comments A 000}
A revisit to the focused infection control survey of
71212020 in conjunction with a complaint
investigation {complaint numbers 2020001957,
2020009545 and 2020003636) with a Biennial
survey and a revisit to the complaint survey of
1/13/2020 was conducted at Seasons Belleair on
9/1/2020. The provider had no deficiencies at the
time of the visit.
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