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An unannounced standard biennial survey
pursuant to change of ownership, which included
a generator assessment, a review of the
comp i plan,
and a review of the facility's Limited Nursing
Services and Extended Congregate Care
specialty licenses was completed at Summer
Vista Assisted Living Community in Pensacola,
FL on 12/01/2025 - 12/03/2025. Deficient practice
was not identified at the time of the survey.
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