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{A D00}, Initial Comments {A 000}
A Revisit to a Complaint survey (#2025000082)
from 01/08/2025-01/09/2025 in conjunction with a
Generator monitoring was conducted at Elevated
Estates Edwinola on 03/05/2025. The
deficiencies were found to be corrected at the
time of survey,
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM

3

CFaQ12

I ontiovation sheat 1 of



