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P00Q - Initial Comments

Assisted Living Facility

{License#: 10854)

AHCA Form 5000-3547

A second Revisit to a 04/23/18 Complaint Survey (CCR#: 2018001727} in conjunction with a Revisit to
06/07/18 Biennial Survey with Limited Mental Health and Limited Nursing Services was conducted at

Wellspring Assisted Living Facility on 07/27/18. Wellspring Assisted Living Facility had no deficient
practice identified at the time of survey.
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