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AQCQ] Initial Comments A0D0
A re-licensure survey, an infection control
and were
conducted at A & J ALF of Florida inc. It Assisted
Living Facifity on 02/22/2021.
The provider had no deficiencies at the time of
the visit.
Renewal application dated 1/7/2021 shows that
facifity paid for 8 beds; and to proceed after this
re-ficensure survey for a 1 bed capacity increase.
At this time, currently capacity =5 beds until
pending inspections reflect the additional bed.
Facility has the space for the 6th bed.
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