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{A 000} Initial Comments A 000}
An unannounced revisit to a previous complaint
survey, 2020008424, was conducted, in
conjuction with a Focused COVID-18 Infection
control survey and a complaint survey for
allegations set forth in Complaint Number
20200002884, at Sabal House in Pensacola, FL.
from 6/22/2020 to 6/23/12020. No deficient
practice was identified at the time of the survey.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

48U412

i continuation sheet 1 of 1




