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{A 000} Initial Comments A 000}
A Revisit to 08/14/19 Complaint Investigation
{Complaint Number: 2019010850}, a Complaint
Investigation (Complaint Numbers: 2019010148,
2019012876, and 2019007710), and a Generator
Monitoring were conducted at Palms of Sebring
Assisted Living Facility on 09/27/19. Deficiencies
were found to be corrected at the time of survey,
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