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{A000} Initial Comments {A 000}
These are the resuits of the follow-up survey,
conducted on 4/2/13 to the Biennial survey which
had been conducted on 1/22/13 through 1/23/13,
at Horizon Bay Vibrant Retirement Living, an
Assisted Living Facility (ALF), in Sarasota,
Florida.
All previous citations have been substantially
improved or corrected.
No deficiencies were cited relevant to the survey
during this visit.
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AL11942812 B. Wing

Street Address, City, State, Zip Code
730 SOUTH OSPREY AVENUE

Name of Facllity

HORIZON BAY VIBRANT RET LIVING 449

SARASOTA, FL 34236

Tris report is completed by a State suveyor to show those deficiencies previously reported that have been corfected and the date such corrective action was accomplisbed. Each
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cades shown fo the left of each requirement on the survey feport form).

Y4 ttem {¥5) Date {Y4) item {Y5) Date tem (Y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix . A0025 04/02/2013 ID Prefix  AGO30 . ba/022013 D Prefix _A0OST 0410212013
Reg. # Sﬂif}:DjBZHEAC - Reg. # 5BA-5. 0182(6) FAC; 429.28 Reg. # 58A-5L185(2) FAC
LSC ) _ LSC oo ¢
Correction Correction Correction
Completed Completed Completed
\DPrefix AQ0S2 _ 04/0212013 ID Prefix _A0088 04/02/2013 IDPrefix A0S0 040212013
Reg. # 58&5,0:19_‘!(3)LAC . Reg. # 428177 s Reg. # 55A-5.0191(11) FI}C_ .
s Ltsc T ¢ T
Correction Correction Correction
Completed Completed Completed
1D Prefix _AD093 0410212013 ID Prefix _AQ162 _04/02/2013 DPrefix
Reg. # §8A-5.020(2) FAC Reg. # 58A _OZM:EA(; . Reg.#
LsC o wsc i LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix _ B D Prefix o oerefix
Reg. # i Reg. # o Reg#
[ tsc T s T T T
Correction Correction Correction
Completed Completed Completed
ID Prefix _ _ _ D Prefix e D Prefix o
Reg. # . Reg. # _ Reg.#
we T LsC o LSC
- A\ ; -
Reviewed By 5vie d By Date: | Signature of Surveyor: Coelecty 1 | Date:
state Agoncy gres | 4413 | Kris Vasdenfoud pNS | 493
f
Reviewed By - | Reviewed By Date: | Signature of Surveyor: | Pate:
CMS RO

" Foflowup to Survey Completed on:
1/23/2013

Check for any Uncorrected Deficiencies. Was a Summary of
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April 9, 2013
Administrator

Horizon Bay Vibrant Ret Living 449
730 South Osprey Avenue
Sarasota, FL 34236

Dear Administrator:

This letter reports the findings of a state licensure survey revisit conducted on April 2, 2013 by a
representative of this office.

Attached is the provider's copy of the Revisit Report, which indicates the previously cited deficiencies
were found cotrected 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
hittp://ahcamyflorida.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. Should you have any questions please call this
office at (239) 335-1315.

Sincerely,

Aandb—

Harold D. Williams
Field Office Manager

sh
Enclosures: State Form and Revisit Report

Fort Myers Field Office

2295 Victoria Avenue, Room 340

Fort Myers, FL_33901

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

Hesdquarters

2727 Mahan Drive
Taltahassee, FL 32308
httprifahca.myflorida,.com




