PRINTED: 10/09/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968996 R ———— 092412020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
325 BRADEN AVE
NEURORESTORATIVE FLORIDA
SARASOTA, FL 34243
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A000

AQCQ] Initial Comments

A blennial re-licensure survey with extended
congregate care (ECC) services was conducted
at NeuroRestorative Florida Bay East assisted
fiving facility on 09/24/2020. The facility had no
deficiencies at the time of the survey.

License # 12822

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TLE (x5 DATE

i continuation sheet 1 of 1

STATE FORM 3 Z67811



