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A 000! Initial Comments A000
An unannounced bienniat licensure survey was
conducted in conjunction with a review of the
fimited nursing services license, generator
and Cs i
Management Plan (CEMP) at The Opat at
Biluewater Bay, an assisted living facility in
Nicevitle, FLm on 06/09/26 - 06/10/26. A revisit fo
a previous complaint survey was also performed
during this visit. The provider had no deficiencies
at the time of the visit.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE
STATE FORM = ALEZT If conticuation sheat 1 of 1




