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{A 000} Initial Comments A 000}
An unannounced Revisit survey to the
Relicensure, Complaint, #2020016607, and
Focused Infection Control survey were conducted
on 02/16/2021 at Savorah ALF Inc. All previously
cited deficiencies were found corrected. The
facitity had ne defiiciencies at the time of the visit.
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