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{A 000} Initial Comments A 000}
An unannounced revisit survey was conducted on
5/16/22 at Naples Green Village, an assisted
fiving facility in Naples, Florida,
This was a follow-up to the complaint survey for
complaint #2021016019, #2021017454 and
#2021016706 completed on 1/20/22,
The previous deficiencies were found corrected
and no new deficiencies were identified.
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