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AQCQ] Initial Comments A0D0
On October 10, 2023, an unannounced desk
review revisit survey was completed on the
complaint survey for complaints 2023001375 and
2022006509, originally completed on 7/31/23, at
Harborchase of Tallahassee. Based on electronic
interviews and ing d ion, the
citations were found to be corrected.
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