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R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1001 ROYAL GARDENS CIR
OAKMONTE VILLAGE OF LAKE MARY-CORDOVA
LAKE MARY, FL. 32746
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
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e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A D00}, Initiat Comments {A 000}
Adesk review of the Change of Ownership was
conducted on 4/3/25. The deficiencies were
found to be corrected at the time of the desk
review.
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