TTORIA ACGENCY FOR HEATH (AR ADMINISIRATION

RICK SCOTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

October 1, 2012

Administrator

Cedar Creek

231 NW Highway 19
Crystal River, FL 34428

Dear Administrator:

This letter reports findings of a state licensure survey that was conducted on September 11, 2012 by
representative(s) of this office. Attached is the provider's copy of the State (3020) Form, which
indicates there were no discernible deficiencies noted on the date of the 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
tlp /s ah«.a myflorida.com/Publications/Forms shum] as a first step in providing a web-based
ive 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 lication 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,

A L AP s

Kriste J. Mennella

Field Office Manager
KIM/al
Enclosure: State Form 3020 65FO
Headquarters Alachua Field Office

2727 Maban Drive
Tallahassee, FL 32308
hitp:/fahca myflorida.com

14101 N W Hwy 441, Suite BOO
chua, Fi. 32615-5669
Phone (386) ¢62-6201 Fax (386) 418-5300
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A000 Initial Comments A0G00
On 09/10-11/2012 an unannounced abbreviated
biennial licensure survey was conducted at Cedar
Creek assisted living facility. No discernible
deficiencies were identified as a result of this
survey. The facility was in compliance with
Chapters 408, Part 1| & 429, Part, 1, Florida
Statute and 58A-5, Florida Administrative Code.
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