PRINTED: 09/29/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
AL11964339 B WING 09/15/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1501 SUNSHINE PARKWAY
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A000; Initial Comments A000
An
{complaint number 2026011976} was conducted
on September 15, 2026 at The Cove at Tavares
Viltages. The facility had no deficiencies identified
during the survey.
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