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An unannounced relicensure, limited nursing
service, emergency power plan monitoring, health
facility reporting system, visitation form, and
complaint survey for #2024013653, was
conducted on 1/28/25 at Arden Courts Of Ft.
Myers, an assisted living facility in Fort Myers, FL.
Complaint 2024013653 was not substantiated .
There were no deficiencies found at the time of
the visit.
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