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{A D00}, Initial Comments {A 000}
Arevisit by desk review to the relicensure,
extended congregate care, emergency power
ptan monitoring and heailth facility reporting
system survey was completed for The Barclay at
Sarasota from 6/4/26 through 6/11/26.
Deficiencies were found fo be corrected at the
time of the survey.
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