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A 000! Initial Comments A000
An unannounced standard biennial re-licensure
survey, including a generator assessment, a
review of the comprehensive emergency
management ptan, and a review of the facility's
Limited Mental Health services, was conducted
on 10/20/25 through 10/21/25 at Oak Valley ALF,
an Assisted Living Facility in Vernon, FL. At the
time of the survey, there was no deficient
practice. The facility was in compliance with
Florida State Regulations for Assisted Living
Facilities,
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