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{A 000} Initial Comments A 000}
A revisit to 3/13/2020 {complaint numbers#
2019019891, 2020000819 & 2020001310) survey
was done in conjunction with a biennial survey at
Savannah Courts of Haines City Assisted Living
Facifity on 16/02/2020. Savannah Courts of
Haines City Assisted Living Facility had no
deficient practice identified at the time of the
survey.
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