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A 000! Initial Comments A000
An unannounced bienniat survey was conducted
on 10/20/2025 through 10/21/2025 at Sodalis
Mitton, an Assisted Living Facility in Milton, FL. A
review of the facility's generator and a review of
the Comp i
Plan was performed during this visit. Deficient
practice was not identified at the time of the
survey.
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