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Arevisit to the Relicensure survey was conducted

by desk review on 06/01/2025 for Sunrise Adult

Care Inc, The facility corrected the previously

cited deficiencies at the time of the survey.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE
3 YKeZ1Z If conticuation sheat 1 of 1

STATE FORM



