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Initial Comments.

On March 10-11, 2021 an unannounced biennial

survey with specialty license extended

congregate care, limited nursing services,

comp sive emergency

focused infection control monitoring in
ion with plaint ir igati

complaint numbers 2020014613 and

2020018175, were conduct at Seagrass Village of

Panama City Beach. At the time of survey

deficiencies were not identified.
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