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An unannounced revisit to a change of ownership
ficensure survey and a bed capacity increase
monitoring survey was conducted by desk review
for Best Care Senior Living at Lecanto on
September 18, 2025. Previously cifed
deficiencies were found to be corrected at the
time of the review.
The facility provided documentation of an
inspection for increased capacity by the local fire
authority. The inspector found the facility could
safely accommodate the increase in residents.
Therefore, the bed capacity increase is approved.
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