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AQCQ] Initial Comments A0D0
A complaint investigation (complaint numbers
2023008698, 2023009540 and 2023011502) was
conducted at Capital Square at Tallahassee
Assisted Living And Memory Care on September
27 -28, 2023. An Extended Congregate Care
Monitoring survey was also completed. The
facifity had no deficiencies at the time of the
survey.
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