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Asecond Revisit to 03/11/18 Re-licensure Survey

and a second Revisit to 03/11/19 Complaint

Investigation {Complaint Numbers: 2018000768

and 2019000380) were at

Cottages of Lakeland Assisted Living Facility on

07/10/19. Deficiencies were found to be corrected

at the time of survey.
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