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AQCQ] Initial Comments A0D0

An unannounced Relicensure with Limited

Nursing Services {LNS) survey, Generator

Assessment, and Focused Infection Controt

survey were conducted on 12/21/20 and 12/22/20

at The Cabana At Jensen Dunes,. The facility had

no deficiencies identified at the time of the

survey.
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