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{A 000} Initial Comments {A 000}
An unanneunced revisit survey for the complaint
survey survey originally conducted on 4/9/2026
was performed on June 3-4, 2026 at Sodalis
Tallahassee in Tallahassee, FL. Anew complaint
survey and a generator assessment was
performed concurrent to this survey. Previous
deficiencies were found to be corrected.
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