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R
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4798 NORTH DIXIE HIGHWAY
ADVENT SQUARE
BOCA RATON, FL 33431
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
{A 000} Initial Comments A 000}
A revisit o the Relicensure survey was conducted
by desk review on 06/30/2023 for Advent Square.
The previously cited deficiency was found
corrected at the time of the survey.
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