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AQCQ] Initial Comments A0D0
On September 21-23, 2019, an unannounced
complaint survey, 2019014436, was conducted in
conjunction with a Biennial licensure survey with
Extended Congregate Care, Comprehensive
' Plan and
Assessment at Harborchase of Talliahassee
Assisted Living Facility. At the time of the survey,
deficiencies were identified.
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