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Name of Facility Street Address, City, State, Zip Code

PROFESSIONAL HOME CARE lil, INC

447 EAST 26 STREET
HIALEAH, FL 33013

“This report is completed by a State surveyor to show those deficiencies previously reported that have baen

deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code premcusty shcwn on the State Survey Report (prsﬁx

codes shown to the left of each requirement on the survey report form).
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FIORDA AGENCY FOR HEALTH CARE ADMINSTRATON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
June 12,2013
Administrator
Professional Home Care 111, Inc CCR#2013002686 f/u
447 East 26 Steeet

Hialeah, FI. 33013

Dear Administrator:
This letter reports the findings of a state complaint survey revisit conducted on June 4, 2013 by
representative(s)-of this office.

Attached is the provider's copy of the Revisit Report, which indi the previously cited d
were found corrected on the day of the revisit.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following
surveyacnvny mformhasbeenpiacedmﬂaeAgmcy'swebsiteat
wnmersausﬁa;t;x;;wveysystm You_m;y-;écasﬂwquesuonumethmughﬂwhnkunderﬁealth
Facxlmesand!’rovxdexsonm;mgc Your feedback is encouraged and valued, as our goal is to ensure
the ional and pplication of the survey p

P

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,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XD
Headquarters Miami Field Office
2727 Mahan Drive B33INW. msumsmaoo
FL 33166

Taltahassee, FL 32308

hitp:#iahea myflorida.com Phone (305) 593-3100; Fax (aos) 503-3121




