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AQCQ] Initial Comments A0D0
An unannounced biennial, limited nursing
services, extended congregate care, infection
control, emergency power pian monitoring,
capacity increase and complaint #2021003999
survey was conducted on 6/7/21 through 6/8/21
at Keystone Place at Naples Preserve, an
assisted living facility in Naples, Florida.
Complaint #2021003999 had 2 allegations of
which 1 was substantiated without citation and
the other was unsubstantiated.
No deficiencies were found at the time of the visit.
The facility is recommended for a capacity
increase of 19 beds for a total capacity of 179.
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