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An unannounced relicensure survey and
complaint survey for #2024016053, #2024016526
and #2024011838 was conducted 12/18/24
through 12/19/24 at The Ebenezer i LLC, an
assisted liiving facility in Lehigh Acres, Florida.

Complaint # 2024016053 was substantiated
without citation.
Complaint # 2024016526 was substantiated
without citation.
Complaint # 2024011838 was substantiated
without citation.

No deficiencies were found at the time of the visit,
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