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{A 000} Initial Comments A 000}
Afifth revisit to a complaint survey was conducted
in conjunction with a revisit to a complaint survey
{Complaint Number 2020013747, 2020009884}
and a biennial survey at Daniella’s Life an
Assisted Living Facifity on 11/09/2020.
Deficiencies were corrected at the time of
survey.
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