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(X1) PROVIDER/SUFPLIER/CLIA

(X2} MULTIPLE CONSTRUCTION

IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C
5788 01/11/2011

{X3) DATE SURVEY

NAME CGF PROVIDER OR SUPPLIER

VILLAGE AT NORTHRISE-MORNINGSIDE (THE

STREET ADDRESS, CITY, STATE, ZIP COBE

2880 N ROADRUNNER PARKWAY
LAS CRUCES, NM 88011

A complaint investigation was completed for
 intake NM00027830. The Complaint was
substantiated with no deficiencies cited.
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