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On May 7, 2021, a desk review revisit was

conducted for the 6 month survey relicensure and

complaint survey (2020016137 and 2020017778)

ending on March 18, 2021 at Sabal House an

assisted living facility in Cantonment, FL. Based

on an evidence of corrective actions, the

previously cited deficiencies were found

corrected.
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