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408.806(7)(d} FS Attempted Inspection

{d) If a provider is not available when an
fon is the ication shall be

deried.

This Statute or Rule is not met as evidenced by:
The provider failed to be available when an
inspection was attempted.

Finding:

On his surveyor arrived at the facility at
10:10am. Rang the doorbel} twice and waited for
aresponse. Called the facility and voice mail
picked up. Unable to leave call information
because the mailbox was full. No cars were in
the driveway and no lights were seen in the
house. Lefta business card with call and
supervisor information on the door.

Unclassified

Initial Comments.

Attempted to conduct a survey to add Extended
Congregate Care to the standard license. The
survey was not conducted due to no answer to
the doorbell or phone. No telephone message
was left due to voice mail was full. Abusiness
card with agency contact information was left on
the door.
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