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A 000! Initial Comments A000
An unannounced Complaint survey (2024015930,
2025000600, 2025001567} was conducted on
02/11/2025 and 02/12/2025 at Oasis at Boyriton
Beach Assisted Living. The facility had no
deficiencies at the time of the survey.
NOTE: The facifity has uncorrected deficiencies
related fo the Relicensure and Complaint survey
revisit (2024001225, 2024003802, 2024007021,
2024010118} conducted on 02/12/2025. Please
see separate report for findings.
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