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{A 000} Initial Comments A 000}
A revisit to 4/25/23 Complaint Number#
02300 was done in conj

compliant survey# 2023007144 and 2023007816

at Sunrise Gardens of Dunedin Assisted Living

Facifity on 05/23/2023 and 06/06/2023. Sunrise

Gardens of Dunedin Assisted Living Facility had

no deficient at the time of the visit,
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