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{ZZ000} Intial Comments {Zz000}
An unannounced revisit survey was conducted in
conjunction with a new complaint survey and a
different complaint review revisit at Sodalis
Tallahassee Assisted Living Facility on April 9,
2026. Previously cited deficiencies on this survey
were found corrected.
{A D00}, Initial Comments {A 000}
An unannounced revisit survey was conducted in
conjunction with a new complaint survey and a
different complaint review revisit at Sodalis
Tallahassee Assisted Living Facility on April 8,
2026. Previously cited deficiencies on this survey
were found corrected.
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