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AD0O Initiat Cormments AQ00
An survey for
2025010962 and 2025014914 was conducted on
10/9/2025 at Capital Square At Tallshassee
Assisted Living and Memory Care, an assisted
living facility in Tallahassee, FL. At the time of the
survey, the facility was in compliance with the
requirements for Assisted Living Facilities. No
deficient practice was cited.
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