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{A 000} Initial Comments A 000}
A revisit to Complaint investigation #2023006565,
#2023009377 and #2023011027 was conducted
at Strive at Fern Park Assisted Living Facility and
Memory Care on 11/6/2023 and 11/7/2023.
Deficiencies were found to be corrected at the
time of the survey visit.
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