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A. BUILDING:
Cc
2056 B. WING 05/02/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1721 SOUTH SANTA MONICA
BEEHIVE HOMES OF DEMING
DEMING, NM 88030
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DEFICIENCY)
A 00 NO DEFICIENCIES A00

This Facility is in Compliance with all New Mexico

Regulations Governing Adult Residential Care

Facilities 7 NMAC 8.2.

On 5/2/06 during a complaint investigation for

Beehive Homes of Deming no deficiencies were

cited.
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