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BRIDGEPOINTE ASSISTED LIVING FACILITY LLC
POMPANO BEACH, FL. 33060
o 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 D00}, Initiat Comments {A000}
A Revisit to the Relicensure and Complaint
{#2025001095) survey was conducted by desk
review on 10/06/25 for Bridgepointe Assisted
Living Facility LLC. The previous deficiencies
were found corrected at the time of the review.
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