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AQCQ] Initial Comments A0D0
An unannounced off-hours complaint survey for
complaint #2019009003 was conducted
beginning Saturday 8/31/19 at 9:30 a.m., at The
Rose Garden of Fort Myers, an assisted living
facility located in Fort Myers, Florida.
Complaint #2019009003 was unsubstantiated.
No deficiencies were found at the time of the visit.
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