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An unannounced desk review revisit survey was
completed on July 18, 2025, for the biennial
survey originally ending on May 20, 2025, for
Brookdate Destin, an assisted living facility in
Sandestin, FL.. Based on electronic interview and
review of submitted documentation, the
deficiencies were found to be corrected.
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An unannounced desk review revisit survey was
completed on July 18, 2025, for the biennial
survey originally ending on May 20, 2025, for
Brookdate Destin, an assisted living facility in
Sandestin, FL.. Based on electronic interview and
review of submitted documentation, the
deficiencies were found to be corrected.
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