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AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11810635 8. WING 08/18/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6035 72ND AVE., NORTH
MRM BOARDING HOME
PINELLAS PARK, FL 33781
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 follow-up survey was conducted on 08/18/2021
at MRM Boarding Home. Previous cited
deficiencies were corrected via desk review.
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