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Assisted Living Facility

An initial limited mental health (LMH) state

licensure survey was completed on 07/09/12 in

conjunction with a change of ownership (CHOW)

with fimited nursing services (LNS), see (Aspen

Event EUV511),

Chateau Palms Inc. had no deficiencies found

relative to the initial LMH survey. Deficiencies

were cited relative to the change of ownership

(CHOW) with limited nursing services {LNS), see

(Aspen Event EUV511).
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July 13,2012

Administrator

Chateau Palms, Inc
1679 Tampa Road

Palm Harbor, FL 34683

Dear Administrator:

This letter reports the findings of a change of ownership (CHOW) state licensure survey and an initial limited
mental (LMH) state licensure survey that were conducted on July 9, 2012, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit relative to the CHOW survey. Section 408.81 1(4), Florida Statutes, requires that you
correct these deficiencies within thirty days of the date of this letter unless the Agency has approved another
timeframe. Staff from this office will conduct a review to verify that the necessary corrections are in place to
correct the deficiencies identified on your survey.

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
http://ahca.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 consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

cerely,

{ p¥  Patricia Reid Caufinan
Field Office Manager

PRC/kpr

Enclosures: State Forms 3020
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