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{A 000} Initial Comments {A 000}

A Complaint investigation was completed for 

intake #NM00027740 for NMAC 7.8.2 regulations 

governing Assisted Living facilities.

The Complaint was Unsubstantiated for 

allegations concerning dietary services and 

sanitation practices. 

Other deficicient practices noted during the 

course of the survey were cited in the body of this 

report.
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