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An unannounced revisit survey was conducted on
1/6125, at American House Sarasota, an assisted
living facifity in Sarasota, Florida. This follow-up
was in response to the compilaint survey for
#2023011707 & #2023013765 & #2023013796 &
#2023016805 & #2024000426 & #2024009230
completed on 8/28/24 through 9/4/24.
This survey was completed in conjunction with a
new complaint survey.
The previous deficiencies were found corrected,
and no new deficiencies were identified at the
time of the visit.
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