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A desk review conducted on July §, 2019

pertaining to deficiencies found during the

February 27, 2019 through March 11, 2019

Extended Congregate Care monitoring survey

and an Emergency Power Plan (EPP) monitoring

survey which was conducted at Bartram Lakes

Assisted Living Facility. Deficient practice was

identified during the survey. The facility has

submitted an acceptable Plan of Correction.

Based upon review and approval of facility's Plan

of Correction, the previously identified

deficiencies have been deemed corrected.
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