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AQCQ] Initial Comments A0D0
On 7/30/20 an unannounced complaint survey for
i ined within int numbers
2020012365, 2020003596, & 2020011638 was
conducted at Canterfield of Tallahassee Assisted
Living Facility, in Tallahassee, FL. A focused
infection control survey and Generator
were in junction. At
the time of survey there were no deficiencies
identified.
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