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IDENTIFICATION NUMBER:
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FORM APPROVED
(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING C
10/28/2010

NAME OF PROVIDER OR SUPPLIER

SUNDANCE CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

209 WEST ADAMS AVENUE
GALLUP, NM 87301

A Complaint investigation was completed for
intake #NMO0007559 for NMAC 7.8.2 regulations
governing Assisted Living facilities.

The Complaint was Unsubstantiated for
allegation of Negiect.
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