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{A 000} Initial Comments A 000}
An unannounced third revisit to Reficensure
survey was conducted 05/28/2019 at Sun Coast
Residentiai Care, The previously cited
deficiencies were found corrected at the time of
the survey.
An unannounced Complaint survey revisit was
conducted in conjunction with the above
Relicensure survey third revisit. Please see
separate report for findings.
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