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AQCQ] Initial Comments A0D0
A re-icensure survey with limited nursing services
and a complaint investigation (#2021005452,
#2021006912 and #2021006820) was conducted
at Fountains at Boca Ciega Bay Assisted Living
Facifity on 07/09/2021. The provider had no
deficiencies at the time of the visit.
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