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OUR HOUSE ALF, INC. 315 WAINAI DRIVE
MERRITT iISLAND, FL 32952

SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments

12/18/17 desk review completed to Relicensure survey. Our House ALF, Inc, license #9061, had no
deficiencies at the time of the review.
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