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{A D00}, Initial Comments {A 000}
A foliow up survey via desk review was conducted
on 12/30/2025 for Brookdale Tarpon Springs.
Previous cited deficiences were corrected.
AHCA Form 3020-0001
LABORATORY DIREGTOR'S OR PRO! LER TITLE (X6} DATE
STATE FORM s LVast3 I continoation shest 1 af




