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An unannounced revisit was conducted at Trinity
Community Living {Sheiby Avenue) in Madison,
FL on 3/25/2026. This was a follow up to the
biennial survey which originatly ended on
10/28/2025. Deficiencies were found to be
corrected at the time of the survey.
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An unannounced revisit was conducted at Trinity
Community Living {Sheiby Avenue) in Madison,
FL on 3/25/2026, This was a follow up fo the
biennial survey which originally ended on
10/28/2025. Deficiencies were found to be
corrected at the time of the survey.
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