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A000; Initial Comments A000
A change of ownership survey with initial
extended congregate care (ECC) and generator
toring, with e o
{complaints 2023018454, 2024007862,
2024011895 and 2025000274), was conducted at
The Gables of Jacksonville on 1/15/25 and
1/16{25. The provider bad no deficiencies at the
time of the survey.
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