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Initial Comments.

An unannounced follow-up survey was conducted
by desk review on for Rosario 2 Assisted
Living Facility Inc., an assisted living facility in
Lehigh Acres, Florida.

This was a follow-up to the capacity increase
survey completed on

The previous deficiency was found corrected and
no new deficiencies were identified.

59A-36.014(2) FAC Physical Plant - Existing
Facilities

(2) EXISTING FACILITIES.
{a) An assisted fiving facility must comply with the
rule or building code in effect at the time of initial
ficensure, as well as the rule or bullding code in
effect at the time of any additions, modifications,
alterations, refurbishment, renovations or

i ination of the i ion of
a fire sprinkier system in an existing facility must
comply with the requirements described in
section 429.41, F.S.
(b} A facility undergoing change of ownership is
considered an existing facility for purposes of this
rule.

This Statute or Rule is not met as evidenced by:
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