Agency for Healih Care Administration

PRINTED: 01/28/2028

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
5120 -22 NW 4 TERRACE
PRINCESS GARDENS ALF
MIAML, FL 33126
D SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
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e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
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A 000! Initial Comments A000
A Closure monitoring was conducted at Princess
Gardens ALF on 12/29/25. There were no
deficiencies identified at time of the visit.
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