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State Form: Revisit Report
(Y1) Provider/ Supptier/ CLIA/ (¥2) Multiple Construction ' (¥3) Date of Revisit
Identification Number A Building
AL1943120 B. Wing 121212012
Name of Facility  Street Address, City, State, Zip Code
CROTON MANOR i 2512 CROTON AVENUE

I SARASOTA, FL 34239

“This report is completed by 2 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 prefix code previously shown on the State Survey Report (prafix
codes shown to the left of each requirement on the survey report form)
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FLOADA A ENCY FORTEALTH CARE ADMINSTRATEON

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

December 17,2012

Administrator

Croton Manor

2512 Croton Avenue
Sarasota, Florida 34239

Dear Administrator:

This letter reports the findings of a Biennial survey revisit conducted on December 12, 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

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(s). Should you have any questions please call
this office at (239) 335-1315.

Sincerely,

Ly TY

Harold D. Williams
Field Office Manager

HW:ss
Enclosures: State Form and Revisit Report

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
hitp:/fahca.myforida.com

Fort Myers Field Office

2295 Victoria Avenue, Room 340

Fort Myers, FL. 33901

Phone (239) 335-1315; Fax (239) 338-2372




REFERRAL TRACKING FORM

Must be completed for every ASPEN Event ID and submitted to field office

Facility City Facility Type  Facility Administrator & Fax Number
J Croton Manor [ Sarasota ] ALF | Lost the card phone # same as fax
Event ID# Survey Date(s) Survey Type/CCR#(s)

l ZIN412 1 12/12/12 i F.U. Biennial

Surveyor(s) Making Referral(s)

[ |
Referral(s) (see below) Date Person and Issue

[N/A | 1 |
1. DOH-MQA 2. DOH-Other 3. Abuse Hotline 4. DFS Fraud Unit
5. County Code Enforcement 6. Attorney General 7. Law Enforcement 8. Fire Marshall
9. Medicaid Fraud Control 10.LTCOC 11. Joint Commission 12. Medicare
13. Medicaid Program Integrity* 14. APD 15. Local Zoning 16. State Attorney

17. CARES Unit
*Choose this before Medicaid Fraud Control

Comments (If referral, note who, what, when, where, how, why)

Instructions

1. Type in the fields, the text will wrap around.

2. This form is required for every Event ID, and if survey covers multiple complaints, you must identify referral status

for each.
3. If no referrals are made, indicate as N/A.

4. The pink forms used previously for referrals to DOH-MQA are no longer available; the referral matrix has a fink. if
link is used from the referral matrix, please print a screen shot of the referral (if able) to include with the survey

paperwork.

5. Comments should be as detailed as possible; if call made, give number, date, time, who you spoke to, etc. Provide

confirmation number if one is obtained.

RTF — Revised 11/12



TRAMNSHMI 51 0M REPORT A

(HON) DEC 17 2012 18:15

User /Account DOCUMENT# 1 7538551130

DESTINATION | 819418270138 TIME STORED : DEC 17 18:18

DEST.NUMBER | 818419270129 TX START : DEC 17 18113
DURATION ¢ imin. 28sec

F-CODE : COH, HODE ! ECH

PAGES 1 dpage

RESULTY POk

AGENCY FOR HEALTH CARE ADMINISTRATION
HQA/FT. MYERS

PHONE: (239) 335-1315
FAX:  (239)338-2372

# of Pages (Include Cover Page) W

DATE: L:wbu\hkr TIME:

FROM: G~ pI3F




AGENCY FOR HEALTH CARE ADMINISTRATION
HQA/FT. MYERS

PHONE: (239) 335-1315
FAX:  (239)338-2372

# of Pages (Include Cover Page) 4~

DATE: __t _;7[,_1 e TIME: __ #:%0 Py,

TO: 0"0‘!‘7»\ Manoe- Ad wain; Stcatvn — —Fax [‘? ‘f")

FROM: G379 0I39

[ JHAROLD WILLIAMS [ ] BRIANNA WORLEY [ ]DAVID DAY

[ JLAURA WERTS [ ] CHARLENE FISHER [ JLYNNE JAMES

[ 1STEVIEE HECKSCHER E@{bnrc RALES [ 1ANITA BELLOT
'’ hirom OmiTH

[ 1SHARON SMITH [ ]HELEN FAISON [ 1OTHER

RE:
é)f‘oﬁn Manae — Bleanicl Sucve, revisi7 on /;//n/—//»'

Consumer Privacy St This fax, including any h may include ial and/or propri 0 ion, and may be
used only by the person or entity to which it Is addressed. If the reader of this fax is not the intended reclplem or his or her authorized
agent, the reader is hereby notified that any dissemination, distribution or copying of this e-mail/fux is prohibited. If yon have received this
e-mail/fax in error, please reply to the sender and delete/shred it immediately.

PD8-124
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