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A 000 Initial Comments A000
An unannounced bienniat relicensure survey, in
with a int investigation for

complaint numbers 2024010789 and

2025001770, a generator assessment, and a

review of the limited nursing services license was

conducted at Brookdale Pensacola, an assisted

living facility on 05/06/2025 through 05/07/2025.

The provider had no deficiencies at the time of

the visit.
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