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A 000 Initial Comments A 000

An investigation was completed for intake
NMO00028570 on 01/18/13 for the state
requirements of 7 NMAC 8.2, Regulations for
Assisted Living.

The Complaint was Unsubstantiated. No
deficiencies were clted.

An investigation was completed for intake
NMO00028891 on 01/18/13 for the state
requirements of 7 NMAC 8.2, Regulations for

Assisted Living. }

The Complaint was Unsubstantiated. No ‘%ﬁﬁ ;
deficiencies were cited. %)

An investigation was completed for intake
NM00028910 on 01/18/13 for the state
requirements of 7 NMAC 8.2, Regulations for
Assisted Living.

The Complaint was Unsubstantiated. No
i deficiencies were cited.

An investigation was completed for intake
NM0C0288918 on 01/18/13 for the state
requirements of 7 NMAC 8.2, Regulations for

Assisted Living. N
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The Complaint was Unsubstantiated. No

1 deficiencies were cited.
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