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AQCQ] Initial Comments A0D0

A monitoring visit for weli-being of residents was

conducted at Bayside Terrace on 6/28/16.

A continuing monitoring visit for resident

well-being was conducted at Bayside Terrace on

6/29/19.

A continuing monitoring visit was conducted at

Bayside Terrace assisted living facility in Pinellas

Park, FL. on 6/30/18 for resident well being.
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