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s’ A. BUILDING
/ — Lde / B. WING
AR 2056 01/12/2010
NAME OF PROVIDLE,R OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1721 SOUTH SANTA MONICA
BEEHIVE HOMES OF DEMING DEMING. NM 88030
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DEFICIENCY)
A 00 NO DEFICIENCIES A 00
This Facility is in Compliance with all New Mexico
Regulations Governing Adult Residential Care
Facilities 7 NMAC 8.2.
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\ \
h
| CAYN
i a
i
|
|
|
|
!
\
l
Iy i
” i
- g ;
o :
| . o9
! L) ‘
e i
|
Division of Health Improvement C‘ G
‘v‘f’ TITLE (X6) DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE %4 Ny / MWM , A / & / 1] &

STATE FORM 6899 X4DY1Y

If continiation sheet 1 of 1




