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A 000! Initial Comments A000
An unannounced bienniat licensure survey was
conducted at St. Augustine Plantation, an
Assisted Living Facility in Tallahassee, FL, on
09/03/2025-09/04/2025. A review of the
Comp i Plan,
the facility's Generator Monitoring, and a
complaint investigation into complaint
#2025007034 was performed concurrent to this
survey. The facility had no deficiencies at the
time of the survey.
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