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AD0O Initiat Cormments AQ00
A foliow up survey, to 07/09/2026 generator
itoring visit and a Comp: i

Management Plan review was conducted via

desk review on 08/20/2026 for Emerald Gardens

Inc. Previous cited deficiencies were corrected.
AHCA Form 3020-0001

TITLE X6} DATE

LABORATC

'

IRECTOR'S OR PRO IER 3

STATE FORM

3

CHAV12

I ontiovation sheat 1 of



