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AQCQ] Initial Comments A0D0
A follow-up by desk review was conducted on
4/2121 for Windsor at Cape Coral, an assisted
fiving facility in Cape Coral, Florida,
The follow-up was in response fo the relicensure,
focused infection control, limited nursing services,
emergency power plan, and complaint #
2020015830 survey which was conducted
10/5/20 through 10/6/20.
Based on the facility's supporting documentation,
the deficiencies were corrected by this desk
review.
AHCA Form 3020-0001
TILE (x6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

43GR12

i continuation sheet 1 of 1



