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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
5010 N 40 STREET NORTH
BEST CARE SENIOR LIVING AT CENTRAL TAMPA
TAMPA, FL. 33610
D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY)
{A D00}, Initiat Comments {A 000}
A Revisit to 08/28/2024 and 10/28/2024 complaint
survey {2024008704) was conducted at Best
Care Senior Living at Central Tampa on
12/17/2024. Deficiencies were found to be
corrected at the time of the survey.
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