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An unannounced revisit survey was conducted on
8/18/25 through 8/19/25 at Liana of Sarasota.
This was the follow up to the relicensure, fimited
nursing services, emergency power plan
monitoring, health facility reporting system, and
visitation form survey was conducted on 4/24/25.
The provider had no deficiencies at the time of
the visit..
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