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An unannounced ficensure renewal with Limited

Mental Health, Emergency Power Plan

Menitoring, Visitation Policy Review, and a

complaint investigation, complaint number

2023010344, was conducted at Hidden Pines

ALF on September 27, 2023 through September

28, 2023. No deficiencies were identified at the

time of the survey.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

i 28HZ11 i continuation sheet 1 of ¥

STATE FORM



