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AMENDED
An d revisit 1o the Reli and
complaint #2025009187 and #2025009896
survey was conducted on 10/23/2025 at Forest
Trace Senior Living. Previously cited deficiencies
were found corrected at the time of survey.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM

3

HKO612

I ontiovation sheat 1 of



