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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3225 PLYMOUTH STREET
PLYMOUTH HOME FOR ADULTS
JACKSONVILLE, FL 32205
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DEFICIENCY)
{A D00}, Initial Comments {A000}
Arevisit to the relicensure survey at Plymouth
Home for Adults, Inc. was conducted on 11/20/25.
Deficiencies were found fo be corrected at the
time of the survey.
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