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An unannounced licensure complaint survey,
CCR#2018018438 , was conducted on 12/20/18
at Heartland Healthcare and Rehabilitation Center
of Boca Raton. The allegations were not
substantiated. The facility had no deficiencies at
the time of the investigation.
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An unannounced complaint sutvey,
CCR#2018018438, was conducted on 12/20/18
at Heartland Healthcare and Rehabilitation Center
of Boca Raton. The allegations were not
substantiated. The facility is in compliance with
42 CFR Part 483 Requirements for Long Term
Care Facilities. The facility had no deficiencies.
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