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AGO0 Initial Comments AQ00
A Re-licensure Survey in conjunction with a
generator monitoring sutvey was conducted at
Memorial ALF LLC on 04/22/2025, The provider
had no deficiencies at the time of the visit.
AHCA Form 3020-0001
TITLE {XB) DATE

LABORATO!

DIRECTOR'S OR PRO LER

STATE FORM

=3

QLD4tt

1 continuation sheet 1 of



