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AQCQ] Initial Comments A0D0
An unannounced Relicensure with Extended
Congregate Care (ECC), Focused Infection
Control and Generator Assessment Monitoring
survey was conducted on 04/13/2021 and
04/14/2021 at The Gardens of Port St. Lucie. The
facitity had ne deficiencies identified at the time of
the visit.
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