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A 000 Initial Comments A000
An unannounced bienniat licensure survey was
conducted on July 17th, 2024 at Rhema House
Assisted Living Facility in Pensacola, Florida. A
review of the facility's Limited Mental Health and
Limited Nursing Services licenses as well as a
review of the emergency generator and
ompl i Plan
were completed. At the time of the survey, no
deficient practice was identified.
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