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August 31, 2015

Administrator

Sunshine Adult Center Corp
180 West 13 Street
Hialeah, FL. 33010

Dear Administrator:

This letter reports findings of a Standard Biennial licensure survey that was conducted on
August 11, 2015 by representative(s) of this office. Attached is the provider's copy of the State

(5000-3547) Form, which indicates there were no discernible deficiencies noted on the date of
the 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

httg://ahca.mﬁlorida.com/Publications/FonnsAshtm! as a first step in providing a web-based

Thank you for the assistance provided to the surveyor(s). Should you have any questions
please call Verlande Exil, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

Us™ %Q/

Arlene Mayo-Davis, RN
Field Office Manager
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