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4003 B. WING 11/30/2016
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900 LOMA COLORADO BLVD NE
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RIO RANCHO, NM 87124
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{A 000} Initial Comments {A 000}
A Revisit survey was conduction on 11/30/16 for
an Initial survey dated 10/03/16 for the state
requirements of 7 NMAC 8.2, Regulations for
Assisted Living. The facility was found to be in
compliance.
The following deficiency was cited as a result of
an Initial survey completed on 10/03/16 for the
state requirements of 7 NMAC 8.2, Regulations
for Assisted Living.
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