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A000 initial Comments ADOD
An unannounced Emergency power plan
monitoring and complaint survey for
#2025009606, #2024010110, was conducted on
5/21/25 at Tuscany Villa at Naples, an assisted
fiving facility in Naples Florida.
Compilaint # 2025006906 was not substantiated.
Complaint # 2024010110 had 3 allegations, 2
allegations were not substantiated, 1 allegation
was substantiated without deficient practice.
No deficiencies were found at the time of the visit,
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