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On February 10, 2025, an unannounced desk
review revisit survey was completed for the
second revisit survey, which orginally ended on
10/30/2024, at Capital Square at Tallahassee
Assisted Living and Memory Care. Based on
review of the provided documentation, the
deficiency was found to be corrected.
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On February 10, 2025, an unannounced desk
review revisit survey was completed for the
second revisit survey, which orginally ended on
10/30/2024, at Capital Square at Tallahassee
Assisted Living and Memory Care. Based on
review of the provided documentation, the
deficiencies were found to be corrected.
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