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A000| Initial Comments A 000
No deficiencies were cited during a Complaint
survey completed on 11/19/20 for the state
requirements of 7 NMAC 8.2, Regulations for
Assisted Living Facilities.
Complaint Intake NM#48034 was unsubstantiated
with no deficiencies cited.
Complaint Intake NM#48018 was unsubstantiated
with no deficiencies cited.
Complaint Intake NM#47849 was unsubstantiated
with no deficiencies cited.
Complaint Intake NM#47894 was unsubstantiated
with no deficiencies cited.
Complaint Intake NM#44082 was unsubstantiated
with no deficiencies cited.
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