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R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2131 NW 28TH STREET
PALMS VILLA
OQAKLAND PARK, FL 33311
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Arevisit to the Relicensure survey was conducted
by desk review on 12/03/2025 and 12/09/2025
for Palms Villa. The previously cited deficiency
was found correcied at the time of the review.
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