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A 000 initial Comments A 000
Assisted Living Facility
An extended congregate care (ECC) monitoring
visit was d on 5/8/13 in conj ion with |
a complaint survey, see (Aspen Event FNOK11). ;
The Sun Towers Retirement Community, assisted
living facility, had no deficiencies found relative to
this ECC monftoring visit. However, deficiencies
were found refative to the complaint survey.
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

R(‘}%i/ggzg; Better Health Care for all Floridians EL%QBCII—:;E{’IA);?EK
May 29, 2013
Administrator

Sun Towers Retirement Community
101 Trinity Lakes Drive
Sun City Center, FL 33573
Dear Administrator:
Re: CCR# 2013004571 & ECC meonitoring visit

This letter reports the findings of a laint survey and an ded congr care (ECC) monitoring visit
that was conducted on May 9, 2013, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit relative to the complaint survey. Section 408.811(4), Florida Statutes, requires that you
correct these deficiencies within thirty days of the date of this letter unless the Agency has approved another
timeframe. Staff from this office will conduct a review to verify that the necessary corrections are in place to
correct the deficiencies identified on your 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

http://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 Provnders on this page. Your feedback is encouraged and valued, as our goal is to ensure the
I and lication of the survey process.
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Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

cerely,

Ll B

( Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020
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