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{A 000} Initial Comments A 000}
On November 29, 2021, a desk review revisit
survey was compieted to the state complaint
survey (2021010070, 2021005627 and
2021003657) ending on October 12, 2021 at St
Augustine Plantation. Based on submitted
evidence of corrective actions and interview with
the executive director and the director of nurses,
the deficiency was found corrected.
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