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A. BUILDING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
VOYAGE SENIOR LIVING MURPHYSBORO WEST 11 N SHAWNEE DR
MURPHYSBORO, IL 62966
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DEFICIENCY)
A000 | Initial Comment A 000
Annual Licensure Survey
The Voyage Senior Living - West Murphysboro is
in compliance with Part 295 Assisted Living and
Shared Housing Establishment Code for this
survey.
If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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STATE FORM

021199

01E911

If continuation sheet 1 of 1



