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AQCQ] Initial Comments A0D0
An unannounced reficensure survey, Generator
Assessment, Comprehensive Emergency
Management Plan review and Limited Mental
Health monitoring visit was conducted on 8/14/24
through 8/15/24 at Happy Acres Assisted Living
Facility inc., an assisted living facility in Bonifay,
FL. No deficient practice was identified at the time
of this visit.
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