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R
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3934 SW KAKOPO ST
HEAVENLY ADULT CARE LLC
PORT SAINT LUCIE, FL 34953
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{A 000} Initial Comments A 000}
An unannounced revisit to a post-incident
monitoring visit was conducted on 01/06/20 at
Heavenly Adult Care, License #13020. The
previously cited deficiency was found corrected.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

NiUs12

i continuation sheet 1 of 1




