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{A 000} Initial Comments A 000}
Arevisit to the 6/27/2022 complaint {complaint
numbers 2022008501, 2022007684 and
008644) in conjunction with complai
{complaint number 2022010961) survey with a
generator monitoring survey was conducted at
Central Tampa Assisted Living on 8/10/2022. The
facitity had no deficiencies at the time of survey.
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