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{A 000} Initial Comments A 000}
A Revisit to 06/05/19 Complaint Investigation
{Complaint Number: 2019005434 and
2019001738), a Complaint Investigation
{Complaint Number: 2019014132, 2019010832,
and 2018013396), a second Revisit to 04/11/19
Complaint Investigation {Complaint Number:
2019001745 and 2018002038), and a Generator
Monitoring were conducted at Oaks of Clearwater
Assisted Living Facifity on 09/19/19. Deficiencies
were found to be corrected at the time of survey.
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