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{A 000} Initial Comments A 000}
An unannounced follow-up survey for complaint
#2021001482 and #2021004377 was conducted
on 11/1/21 at Excelsior Omega Inc, an assisted
fiving facility in Sarasota, Florida. This follow-up
was in response fo the complaint survey
completed on 6/29/21.
The previous deficiencies were found corrected
and no new deficiencies were identified.
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