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{A 000} Initial Comments {A 000}
Arevisit to a re-licensure survey was conducted
by desk review for The Gardens Assisted Living &
Memory Care on September 9, 2026.
Deficiencies were found to be corrected at the
time of the review.
AFCA Form 3020-0001
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6) DATE
=3 TRINZ If continuation sheet 1 of 1

STATE FORM



