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A 000! Initial Comments A000

An unannounced Relicensure with Limited

Nursing Services (LNS), Capacity Increase (66 to

100 beds), Complaint (#2024015469), and a

Generator Monitoring survey was conducted on

November 6, 2025 at Oakbridge Terrace Assisted

Living At Indian River Estates. The facility had no

deficiencies at the time of the visit.
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