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AL11965596 8. WING 05/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES MANOR ALF
HAINES CITY, FL 33844
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{A 000} Initial Comments A 000}
A follow-up survey was conducted on 05/03/2024
for Haines Manor. Previous cited deficiencies
were corrected via desk review.
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