Agency for Healih Care Administration

PRINTED: 08/11/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11964729 e — 07/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
18400 COCHRAN BLVD,
TRUEWOOD BY MERRILL, CHARLOTTE CENTER
PORT CHARLOTTE, FL. 33948
D SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000! Initial Comments A000
An i for
#2024015834, #2025008871,
#2025009993 and an emergency power plan
monitoring survey was conducted at Truewood by
Merril, Chariotte Center on 7/30/25.
Complaint #2024015834 was not substantiated.
Complaint #2025008871 was not £
Complaint #2025009993 was not substantiated.
The facifity had no deficiencies at the time of the
survey.
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