Agency for Healih Care Administration

PRINTED: 07/27/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
14235 EDWINOLA WAY
ELEVATED ESTATES EDWINOLA LLC
DADE CITY, FL 33525
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A 000! Initial Comments A000
Are-li survey, a i
{complaint number: 2026009561), and a
itoring visit were at
Elevated Estates Edwinola on 07/15/2026. The
provider had no deficiencies at the time of the
visit.
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