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A revisit to the complaint survey at Gold Choice

Deltona (complaints 2023011865,

2023011946,20230013920,2024000847,2024002

255,2024002627, 2025000885, and 2025001764)

was conducted by desk review on 07/23/2025.

Previously cited deficiencies were found

corrected at the time if the desk review.
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