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Initial Comments.

An unannounced complaint survey #
2021012400, 2021015570, 2021012320 was
conducted on 3/15/22 at Heritage Qaks of
Englewood, an assisted fiving facility in
Englewood, Florida.

Complaint #2021012400 was unsubstantiated.
Complaint #2021015570 was unsubstantiated.
Complaint #2021012320 was unsubstantiated.

No deficiencies found at the time of the visit.
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