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June 19, 2024
License Number: AL2003

Ms. Stacey Lee, Administrator

Homestead Of Weatherford

3601 East Main

Weatherford, OK 73096

RE: Survey Event ID: DLOL11

Dear Ms. Lee:

Enclosed is a report of the inspection conducted at your Assisted Living Center on June
5, 2024. No deficiencies were cited. Oklahoma Statutes 63-1-1910 require that this
report be made available for public inspection within the facility for the next three years.
If you have any questions concerning this report, please call me at (405) 426-8200.
Respectfully,

Lisa Calvin, Enforcement Analyst Il

Long Term Care | Enforcement Division

Oklahoma State Department of Health
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A relicensure survey was conducted from

06/03/24 through 06/05/24. No deficiencies were

cited.

Facility Census: 44
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