PRINTED: 04/30/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
R
AL11910708 pwwe 04/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1490 NW 21ST STREET
HORIZON ALF
FORT LAUDERDALE, FL 33311
o SUMIMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A D00}, Initial Comments {A 000}
An unannounced Complaint revisit survey,
#2024016533, was on
04/21/2025 at Horizon ALF. The facility had no
deficiencies at the time of the survey. Alt
praviously cited deficiencies were corrected.
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