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AQCQ] Initial Comments A0D0
A complaint {complaint numbers 2021006626)
with a COVID-19 focused infection controt and
generator monitoring survey in conjunction with a
second revisit to the complaint {complaint
numbers 2021003596 and 2021002718} survey
of 3/10/2021 was conducted at Noble Senior
Living at St. Petersburg on 5/26/2021. There was
no deficient practice identified at the time of the
survey.
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