Agency for Healih Care Administration

PRINTED: 11/19/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11911084 B WING 11/07/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
5762 5.W, 60TH AVENUE
THE HARMONY HOUSE OF OCALA
OCALA, FL. 34474
D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AD0O Initiat Cormments AQ00
An complaint i igati
{complaint numbers 2024011078, 2024011368,
2024012748, and 2024012752) and a generator
assessment were conducted at The Harmony
House of Ocala on November 7, 2024. The
facility had no deficiencies at the time of the
survey,
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