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AQCQ] Initial Comments A0D0
On December 14, 2023, an unannounced desk
revlew revisit survey was compleied for the
e survey and for

complaint numbers 2023002410 and 2023002485

ending September 6, 2023, at Our Home At

Beacon Hill. Based on review of documentation,

the deficiencies were found to be corrected.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

hed MXO412

i continuation sheet 1 of 1



