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AD0O Initiat Cormments AQ00
An survey for
#2023008345, #2023010172, #2023014537,
#2024004715, #2024008953, and #2024008902,
was oconducted 11/4/24 through 11/5/24 at
Highpoint at Cape Coral, an assisted living facility
in Cape Coral, Florida.
Complaint #20230083456 was substantiated
without citation.
Complaint #2023010172 was substantiated
without citation.
Complaint #2023014537 was unsubstantiated.
Complaint #2024004715 was unsubstantiated.
Complaint #2024008953 was unsubstantiated.
Cormplaint #2024009902 was unsubstantiated.
No deficiencies were found at the time of the visit.
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