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A 000 Initial Comments ADDD
A Complaint investigation was completed for - ;1/0'\
Intake #NMO0028509 for NMAC 7.8.2 regulations O
governing Assisted Living facllities. '
The Camplaint was Substantlated with na
deficiencies.
A Complalint investigation was completed for
intake #NMOD0Z2BS557 for NMAC 7.8.2
regulations governing Assisted Living facilities,
The Complaint was Substantiated with no
doficlencies.
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