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Initial Comments.

An unannounced complaint survey for
#2021006851, #2021008032, and #2021011917
was conducted 9/7/21 through 9/8/21 at The
Courtyards Assisted Living, an assisted living
facility in Punta Gorda, Florida.

This survey was conducted in conjunction with a
second revisit survey to a relicensure, emergency
power plan monitoring, focused infection control,
and complaint survey that was completed on
114721,

Complaint #2021006851 was substantiated at
AQ30 and Z814.

Complaint #2021008032 was substantiated at
A025, A030 and Z814.

Complaint #2021011917 was substantiated at
AQ30 and Z814.

Please refer to survey ZIMD 13 for the uncorrect
deficiencies A025, AG30 and AZ815.
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