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An unannounced complaint survey for complaints
2023013956, 2023014024, and 2023000208 was
performed on 1/17/24-1/18/24 at The Beacon at
Gulf Breeze Assisted Living in Gulf Breeze, FL. A
review of the facility's Limited Nursing Services
and Extended Congregate Care Services were
conducted concurrent to this review. There were
no area of concerns found during this survey.
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