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Initial Comments.

On May 26, 2023, an unannounced desk review
revisit survey was completed for the complaint
investigation {complaint numbers 2022011482,
2022005889, 2022005954, 202213335,
2022015304, and 2022007590) ending March 30,
2023 at Arcadia Senior Living, an Assisted Living
Facility in Pace, FL. Based on electronic

intervi and i , the
deficiency was found to be corrected.
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