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AMENDED

Arevisit to the Generator Monitoring survey was

conducted by desk review on 01/15/26 for Adams

Retirement Home Inc. The previously cited

deficiencies were found corrected at the time of

the review.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM

3

JYLs12

I ontiovation sheat 1 of



