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AQCQ] Initial Comments A0D0

On February 3, 2023, an unannounced desk

review revisit survey was completed for the

relicensure and complaint survey for complaint

numbers 2022003280, 2022014089,

2022006832, 2022008048, 2022009199 and

2022011495 ending 11/10/22 at The Beacon at

Guif Breeze, Based on supporting

documentation, deficiencies were found to be

corrected.
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