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{A 000} Initial Comments A 000}
A revisit to the 10/7/2021 biennial re-licensure
survey and complaint investigations
(#2021000596, #2021010231 & #2021010242)
was conducted at Sun City Senior Living Assisted
Living Faciiity on 12/02/2021. No deficiencies
were identified at the time of the survey.
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