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SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 00 NO DEFICIENCIES

This Facility is in Compliance with all New Mexico 

Regulations Governing Adult Residential Care 

Facilities 7 NMAC 8.2.

 A 00

A complaint survey was conducted with no 

deficiencies  cited for Complaint Intake # 

NM00027495 on 04/08/10.
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