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[STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IAND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING: COMPLETED
R
AL11967480, B.WING 09/16/2019
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
A PLACE LIKE HOME ALF, INC 1971 PORT MALABAR BLVD
PALM BAY, FL. 32905
o) SUMMARY STATEMENT OF DEFICIENCIES Py PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG FULL REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE DATE
INFORMATION) APPROPRIATE DEFICIENCY)
{A 000} Initial Comments {A 000}
A revisit was conducted on 9/17/2019 at
A Place Like Home Assisted Living
Facility, Paim Bay. No deficiencies were
found at the time of the visit.
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