FEORTIA AGENCY FOR HEALTH CARE ADNITEIRATH 7

RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

December 4, 2012

Administrator
Chambrel At Pinecastle
1801 Se 24th Road
Ocala, FL 34471

Dear Administrator:

This letter reports the findings of a state licensure survey revisit conducted on November 13, 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

consumer satisfaction»s_ur’\;ey 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 prc¢ ional and consi 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,

A iy AT K

Kriste J. Mennella

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

2727 Mahan Drive
Taliahassee, FL 32308
hitp:ffahca.myfiorida.com

14101 N'W Hwwy 441, Suite 800
lachua, FL 32615-5669
Phone (386) 462-6201; Fax (386) 418-5300




AH Form Approved

12472012
State Form: Revisit Report
(Y1) Provider / Supplier / CLIA/ {¥2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Buiiding
AL11910267 B. Wing 11132002
Name of Facility Street Address, City, State, Zip Code
CHAMBREL AT PINECASTLE 1801 SE 24TH ROAD

QCALA, FL 34471

“This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification profix code previously shown on the State Survey Report (prafix
cordes shown 1o the foft of each requirement on the survey report form)
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