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An announced initial licensure survey was

conducted at Life Vision's Assisted Living and

Quality Care on 08/16/2022. The provider had no

deficiencies at the time of the visit.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE e (%6} OATE

o P8o111 f continuation sheet 1 of ¢

STATE FORM



