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AQCQ] Initial Comments A0D0

A follow-up by desk review was conducted on

8/9/19 for Autumn Leaves of Venice, an assisted

fiving facility in Venice, Florida.

This follow-up was in response to the complaint

survey for complaint #2019005184 which was

conducted on 6/18/19.

Based on the facility's supporting documentation,

the deficiency was corrected as of 7/8/19.
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