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A re-licensure survey and generator monitoring

was conducted at Carmita's Assisted Living

Facility 11l on 4/08/25. The faciiity did not have a

deficiency at the time of the survey.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM =3 QoKe11 I ontiovation sheat 1 of



