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AQCQ] Initial Comments A0D0
AMENDED REPORT
An unannounced Relicensure, Complaint
{2023017205) and Generator Monitoring survey
was conducted on 07/02/2024 through
07/03/2024 at Seaside At Hallandale Beach. The
facifity had no deficiencies identified at the time of
the survey.
Note: The facility had no Limited Nursing
Services (LNS) residents at the time of the
survey.
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