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AQCQ] Initial Comments A0D0
An unannounced complaint survey for complaint
#2020016080 was conducted in conjunction with
with a focused infection confrol and foliow up
survey on 10/22/20 at Brookdale Port Charlotte,
an assisted living facility in Port Charlotte, Florida.
Complaint #2020016080 was substantiated at tag
#0025 and #0030. These tags will be a
continuation of previous citations from the follow
up survey and cited as a continuation of deficient
practice on that survey.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

TUNIE

i continuation sheet 1 of 1



