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A Q00 Initial Comments A 000
On March 24, 2015, a Life Safety Code survey
was conducted for the remodeled area, in
response to a complaint [NM00029635].
Occupancy of the remodeled area prior to a Life
Safety Code survey. The complaint was
substantiated with no deficiecencies issued.
At this time, the remodel did not match the
approved plans (Client bedroom 5 door not
located as shown on approved plan).The change
does not affect the safety of the client.
Therefore, the facility was found in compliance
with the Life Safety Code portion of the New
Mexico State regulations governing
Requirements for Adult Residential Care
Facilities, 7.8.2 NMAC.
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