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 A 000 Initial Comments  A 000

No deficiencies were cited in a Revisit/Follow-up 

survey completed on 06/19/19 for the state 

requirements of 7 NMAC 8.2, Regulations for 

Assisted Living Facilities.

 

Division of Health Improvement

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

06/22/19

If continuation sheet  1 of 16899STATE FORM XGQ412


