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GOOD LIFE SENIOR LIVING AND MEMORY CARE
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801 W CHERRY LANE

CARLSBAD, NM  88220

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

{A 000} Initial Comments {A 000}

No deficiencies were cite during a 

Revisit/Follow-up survey completed on 09/27/17 

for the state requirements of 7 NMAC 8.2, 

Regulations for Assisted Living.  The facility was 

found to be in substantial compliance.
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