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An amended follow-up survey by desk review was
conducted 1/17/25 through 1/22/25 for Elance at
Sarasota/The Barclay at Sarasota, an assisted
fiving facility in Sarasota, Florida.
The follow-up was In response o the complaint
survey completed on 10/31/24. No deficient
practice was identified during the survey by desk
review.
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