PRINTED: 08/27/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
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A revisit survey 2025003256 was conducted on
05/29/2025 at The Meridan at Lantana. The
i cited deficiencies were found
at the time of survey.
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