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An unannounced complaint survey for complaints

2025016969, 2026018049, and 2026000383 was

conducted at Our Home at Beacon Hill in Port St.

Joe, FL on 01/13/2026 to 01/15/2026. Revisits to

two previous surveys were performed concurrent

o this survey. No new deficiencies were identified

as related 1o these complaints.
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