PRINTED: 03/30/2021

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED
A BUILDING:
R
AL11822334 8. WING 03/18/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1225 MAVENDALE BLVD NW
SPRING HAVEN RETIREMENT COMMUNITY
WINTER HAVEN, FL 33881
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
{A 000} Initial Comments A 000}
A revisit to a complaint investigation (compliant
numbers 2020018087 and 2020018828} in
conjunction with a COVID-19 focused infection
control and generator monitoring survey was
conducted at Spring Haven Retirement
Community Assisted Living Facility on 3/18/2021.
Deficiencies were found to be corrected at the
time of the survey.
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