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Initial Comments.

On July 22, 2024, an unannounced desk review
revisit survey was completed for the biennial
survey that originally ended on April 18, 2024 at
Azalea Gardens Alzheimer's Special Care Center
in Tallahassee, FL. Based on the review of
provided documentation and photographic
evidence, the deficiency was found to be
corrected at the time of the survey.
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