PRINTED: 08/08/2022

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
R
AL11965233 B. WING 07/19/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9709 NORTH NEBRASKA AVENUE
CASTLE COURT ALF, INC.
TAMPA, FL 33612
oo SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE Cog"TLETE
G REGULATORY OR LSC IDENTIEYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE e
DEFICIENCY)
{A 000} Initial Comments A 000}

Arevisit to 05/23/2022 Complaint (# 2022003629)

was conducted at Castle Court ALF, INC. Assisted

Living Facility on 07-19-2022. Deficiencies were

found to be corrected at the time of survey.
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