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FORDA AGENCY FOR HEATH CARE ADMINSTRATION

o Better Health Care for all Floridians R A
January 3, 2013
Administrator

Petshirl
8361 NE 3rd Avenue
Miami, FL 33138

Dear Administrator:

This letter reports the findings of a state licensure survey 2nd revisit conducted on December 17, 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 acnvrty This form has been placed on the Agencys website at
b v} as a first step in providing a web-based interactive

consumer sansfacuon survey system ou 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
Kristal Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

¢ bassitheo
Arlene Mayo-Davis poq.
Field Office Manager *

AMD:sy
Enclosure
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Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL. 33166

Phone (305) 583-3100; Fax (305) §93-3121

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
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