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{A 000} Initial Comments A 000}
A revisit survey was conducted 3/22/2021 at
American House Bonita Springs an assisted living
facility in Bonita Springs, Florida.
This was a follow-up to the complaint survey
#2020010004 and focused infection control
survey completed on 2/4/231,
The previous deficiencies were found to be
corrected and no new deficiencies were identified
at the time of the visit.
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