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AQCQ] Initial Comments A0D0
An unannounced complaint investigation for
complaint #2024003591 and #2024004036 was
in conj ion with a
assessment at Villas at Killearn Lakes Assisted
Living Facility in Tallahassee, FL, on 4/17/24 -
4/18/24. Deficient practice was not identified at
the time of the survey.
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