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A fourth revisit to a complaint investigation

{#2022010858) was conducted on 10/12/23 at

Brookdale Lake Orienta. The facility had a

corrected deficiency at the time of the survey.

AHCA Form 3020-0001
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

i continuation sheet 1 of 1

STATE FORM

E7CE15



