Agency for Healih Care Administration

PRINTED: 08/27/2028

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11966091 B WING 08/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3600 WILLIAM PENN WAY
CONVIVIAL JACARANDA TRAGE, LLC
VENICE, fL. 34293
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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A relicensure, extended congregate care,
generator monitoring visit, and heatth facility
reporting system survey was conducted at
Convivial Jacaranda Trace, LLC on 8/17/26
through 8/18/26.
The facility had no deficiencies at the time of the
visit.
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