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AQCQ] Initial Comments A0D0
An announced initial licensure survey was
conducted from 8/15/21 to 9/16/21 at Promised
Sky ALF, an assisted living facility in Cape Coral,
Florida.
No deficiencies were identified by the end of the
survey, Promised Sky ALF is recommended for a
Standard Licensure eith a capacity of 24,
effective 9/16/21.
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