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Initial Comments.

An unannounced standard biennial survey,
including a review of the facility's Limited Nursing
Services, review of the comprehensive

plan,
assessment, and a review of the visitation poticy
was completed in conjunction with a complaint
investigation for complaint #2023005914 at
Canterfield of Tallahassee Assisted Living Facility
on 3/11/24-3/12/24. No deficient practice was
identified at the time of the survey.
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