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A Bth revisit for complaint (complaint #

2019019424), a COVID-19 focused infection

control survey, and a complaint investigation

{#2021004875), in conjunction with an Limited

Nursing Services monitoring visit, a complaint

investigaton (#2021004125) and a generator

monitoring visit was conducted at the Qaks of

Clearwater on 5/20/2021. No deficiencies were

identified at the time of the survey.
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