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Initial Comments.

An unannounced complaint survey for complaint
#2020001511 with focused infection control and
emergency power plan monitoring survey was
conducted on 8/25/20 at Keystone Place at Four
Mile Cove, an assisted living facility in Cape
Coral, Florida.

Complaint #2020001511 was unsubstantiated.

No deficiencies were found at the time of the visit.
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