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AQCQ] Initial Comments A0D0
A blennial re-licensure survey was conducted at
Twin Cities Pavilion, an assisted tiving facility in
Niceville, Florida, on October 24-26, 2023, This
survey also included a generator assessment, a
review of the visitation policy, and a review of the
Comp i gency h Plan. A
complaint investigation was performed concurrent
to this survey.
The facility had no deficiencies at the time of this
survey.
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