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AQCQ] Initial Comments A0D0
An unannounced standard biennial licensure
survey was conducted at New Journeys
Residential Home Care Assisted Living Facility in
Tallahassee, FL on 03/28/2024. During this
review, a was
the comprehensive emergency management plan
was reviewed, and a review of the visitation policy
was completed. At the time of the survey, no
areas of concerns were identified.
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