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A follow-up by desk review was conducted on

9/1/23 at Highpoint at Cape Coral, an assisted

fiving facility in Cape Coral, Florida, This was a

follow-up to the relicensure, generator monitoring,

visitation form, health facility reporting system,

and complaint survey completed on 5/23/23..

Based on the facility's ptan of correction and

supporting documentation, the deficiencies were

corrected as of 6/23/23.
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