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AQCQ] Initial Comments A0D0

An unannounced Reticensure, Complaint

{#2022007934, #2022009242, #2022014821,

#2023001635, and #2023003578) survey and

Generator Monitoring survey was conducted on

04/25/2023 at Atrium at Boca Raton (The). The

facitity had ne deficiencies identified at the time of

the survey.
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