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Initial Comments.

A follow-up by desk review was conducted on
11/24/21 for La Colonia | ALF Inc., an assisted
fiving facility in Cape Coral, Florida.

The follow-up was in response to the complaint
survey completed on 9/14/21.

Based on the facility's ptan of correction and
supporting documentation, the deficiency was
corrected as of 10/14/21 and no new deficiencies
were identified.

A 000}

AHCA Form 3

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

20-0007

TLE

(x5 DATE

STATE FORM

o o76P12

i continuation sheet 1 of 1




