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RRORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
ELIZABETH DUDEK

RICK SCOTT
GOVERNOR Better Hoalth Care for all Floridians SECRETARY

September 4, 2012

Administrator

B & B Home Care 1, Inc
20625 Sw 114 Place
Miami, FL. 33189

Dear Administrator:

This letter reports the findings of a state licensure survey revisit conducted on August 14, 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.

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.shim! 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 profe i and pplication of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call
Kristal Branton, Health Facility Evaluator Supervisor at (305) 593-3100.
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An foliow up visit for a standard biennial survey
was conducted on 08/14/2012. B and B Home
Care 1 with Limted Mental Health (LMH) and
Limited Nursing Services (LNS) did not have any
deficiencies.
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