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A. BUILDING
B. WING C
2055 01/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
300 VALENCIA DRIVE SE
BROOKDALE PLACE AT VALENCIA ALBUGUERQUE, NM 87108
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A 000 Initial Comments A 000
A complaint investigation was completed for
intake NM00027848. The Complaint was
unsubstantiated with no deficiencies cited.
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