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{A 000} Initial Comments A 000}
Acrevisit to the Relicensure with ECC and
Complaint surveys (#2021017647, #2021007932,
#2021016800, #2021016795) was conducted by
desk review on 01/20/2023 for The W Assisted
Living at Pompano Beach. The previously cited
deficiencies were found corrected at the time of
the survey.
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