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AQCQ] Initial Comments A0D0
An unannounced complaint survey for
#2022000865 and #2022001215 was conducted
ON 2/2/22 at Bayshore Memory Care, an
assisted living facility in Naples, Florida.
Complaint #2022000865 was not substantiated.
Complaint #2022001215 was not substantiated,
No deficiencies were found at the time of the visit.
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