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8064 S W 133 CT
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MIAMI, FL 33183
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Arevisit to a Generator Monitoring was

conducted at Peregon LLC on 01/13/2026. The

Provider did not have deficiencies identified at the

time of survey.
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Arevisit to a re-licensure survey was conducted

at Professional Home Care | on 01/16/20286.

Deficiencies were found fo be corrected at the

time of the survey.
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