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SUMMARY STATEMENT OF DEFICIENCIES

(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments
Assisted Living Facility

visit..

{License # 9968)

AHCA Form 5000-3547

A 2nd revisit to 9/7/17 & 10/24/17 comptaint (CCR 2017006666} was conducted on 1/10/18 in
conjunction with a revisit o 10/24/17 comptaint (CCR 20702695} and complaint investigation (CCR
2017012907). The deficient practice previously cited on 9/7/17 and 10/24/17 was corrected during the
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