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A follow-up survey by desk review was conducted
on 12/19/24 through 12/23/24, for Brookdale
Sarasota Midtown, an assisted living facility in
Sarasota, Florida. The follow-up was in response
to the complaint survey completed on 8/27/24.
Based on the facility's plan of correction and
supporting documentation, the deficiencies were
corrected as of 8/27/24 and no new deficiencies
were identified.
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