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Initial Comments.

A second revisit was conducted by desk review
on 04/12/2023 to the initial revisit survey
conducted on 02/28/2023 related o the
relicensure survey conducted at Elison Senior
Living Community of Pinecrest {formerly Etmcroft
of Pinecrest) on 01/03/2023. Previously cited
deficiencies were found to be corrected at the
time of the review.
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