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July §, 2012
Administrator
Memory Lane
1665 SW 7th Street

Ocala, FL. 34471
Dear Administrator:

This letter reports the findings of a state licensure survey revisit conducted on June 25, 2012 by
representative(s) of this office.

Attached is the provider's copy of the Revisit Report, which indicates the previously cited deficiencies
were found corrected on the day of the revisit. You will not receive a copy of this report in the mail;
you will only receive this faxed report.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following
survey activity. This form has been placed on the Agency's website at
Iittp://ahea.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure

the professional and pplication of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call
Anna Lopez at (386) 462-6201.

Sincerely,

o Pty WSS
Kriste J. Mennella

Field Office Manager
KIM/al
Enclosure: State Revisit Report
15XD
Headquarters Alachua Field Office

2727 Mahar Drive
Talishassee, FL 32308
nitp:/fahca.myflorida.com

14101 N'W Hwy 441, Suite 800
Alachua, FL 32615-5669
Phone (386) 462-6201; Fax (386) 418.5300




AH Form Approved

7/5/2012
State Form: Revisit Report
(Y1) Provider / Supptier / CLIA/ | (¥2)Multipie Construction | (v3) Date of Revisit
identification Number A. Building |
AL11967908 ! 8. Wing 6/25/2012
Name of Facility [ street Address, City, State, 2ip Code
MEMORY LANE 1665 SW 7TH STREET

OCALA, FL 34471

This report is completed by a State surveyar to show thase defickencies previously reported that have been corrected and the date Such comective action was accomplished. Each
deficiency shoukd be fully identiied sing either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shiown to the ieft of each requirement on the survey report form),

(Y4) ttem (Y5) Date (Y4) tem {Y5) Date (Y4) Item (Y5) Date
T T - 4
Correction | Correction Correction
Completed Completed Completed
D Prefix A0O30 06/25/2012 1D Prefix - . 1D Prefix
Reg. # 58A-50182(6) FAC:}429.23 Reg. # Reg. #
isCc 18C isC
Correction Correction Correction
Cormpleted Completed Compieted
1D Prefix DPrefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC Lsc
Correction Correction Correction
Compileted Completed Compieted
1D Prefix D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC Lsc LSC
Correction Correction Correction
Completed Compileted Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # ) Reg. #
tsc tsc i LSC
Correction Correction Correction
Completed Completed Compieted
1D Prefix 1D Prefix D Prefix
Reg. # § y Reg. # Reg. #
s LSC Lsc
S . ; .
Reviewed By [ Rev@lay Date: | Signature of Surveyor: : Date:
State Agency ‘ 0231 % | ok Kope , HEES £ J.j ﬁ‘m Hez JT | 0765/
) Z d
Reviawed By ... | Reviewed By Date: Signature of Surveyor: | Date;
cms RO | |
Foliowup to Survey Completed on: Check for any Uncomected Deficiencies. Was a Summary of
JPEVRPON Hineamartar Nofirienciae (CMS.RRT) Qant tn the Eariif? o



