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An unannounced revisit survey was conducted on

1/26/26 - 1/27/26 at Summer’'s Landing, an

assisted living facility in Lynn Haven, Florida,

This was a follow-up to a complaint survey

completed on 10/14/256. A new complaint survey

and another complaint revisit was performed

concurrent to this review. Deficient practice was

not identified at the time of the survey.
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