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AQCQ] Initial Comments A0D0
An announced focused infection control, state
initial ficensure survey with limited nursing
services, and an emergency power plan survey
was conducted on 9/23/20 at Canterfleld of Fort
Myers LLC, an assisted iiving facility, in Fort
Myers, Florida.
No deficiencies were identified.
Recommend standard license with Limited
Nursing Service and a capacity of 130 beds,
effective 8/23/20.
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