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AQCQ] Initial Comments A0D0
An announced state initial licensure survey with
fimited nursing services and emergency power
plan monitoring survey was conducted on
12/17/19 at Watercrest Naples Assisted Living
and Memory Care, an assisted fiving facifity in
Naples, Florida.
No deficiencies were identified during the course
of the survey.
The facility will be recommended for licensure
with a capacity of 142 beds.
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