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A 000! Initial Comments A000
An unannounced Relicensure with Limited
Nursing Services (LNS), Complaint
(#2025004416, #2025005762 and #2025006495)
and Generator Monitoring survey were conducted
on 07/16/2025 at Atrium at Boca Raton (The). No
deficient practice was identified at the time of this
visit.
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