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Initial Comments

This is an unannounced Limited Nursing Service
{LNS) survey, completed on 2/22/13 at Harbor
Chase of Naples Assisted Living Facifity (ALF),
tocated at 7801 Airport Puliing Road, N.E.,
Naples, Fl. 34109,

The census during the survey is 86 residents,
with 12 residents receiving LNS services.

No deficiencies were cited relevant to the survey
during this visit.
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March 4, 2013

Administrator

Harborchase Of Naples

7801 Airport Pulling Road N.E.
Naples, FL 34109

Dear Administrator:

This letter reports the findings of a Limited Nursing Service (LNS) survey that was conducted on February 22,
2013 by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after April 1, 2013 to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida. com/Publications/Forms,shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the Jink under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
{239)335-1315.

Sincerely,

Harold D. Williams
Field Office Manager
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