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A 001NO DEFICIENCIES

This Facility is in Compliance with all New Mexico
Regulations Governing Adult Residential Care
Facilities 7 NMAC 8.2.
Surveyor: 20402
No deficiencies were cited during a complaint
investigation conducted on 3/27/08-3/28/08 for
New Mexico Regulations GoverningAdult
Residential Care Facilities, NMAC 7.8.2. The
following complaint intake was investigated: NM
26378
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