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An unannounced complaint survey for allegations

contained within complaints 2020003565 and

2020003525 was conducted on 8/4/20 through

8/5/20 st Gulf Breeze Courtyard in conjunction

with a revisit survey for a survey conducted on

1/30/20. Afocused infection Control survey and a

Generator Assessment were also conducted at

the time of this survey. There was no deficient

practice identified at the time of this visit.
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