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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1700 THE GREENS WAY
THE COVE AT MARSH LANDING
JACKSONVILLE BEACH, FL 32250
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DEFICIENCY)
{A D00}, Initial Comments {A 000}
Arevisit to the relicensure survey at The Cove at
Marsh Landing was conducted on 1/23/25.
Deficiencies were found fo be corrected at the
time of the survey.
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