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A000| Initial Comments A 000
On May 23, 2019 an initial Life Safety Code
survey was conducted at the above referenced
facility per the provider's request. At that time,
temporary licensure was not recommended due
to deficiencies that were identified during the
survey.
On August 4, 2019 correspondence and photos
were received by this office from the owner,
addressing all the deficiencies found during the
initial survey.
The facility is found to be in substantial
compliance with the Life Safety Code and the
New Mexico State Regulations for Assisted Living
Facilities for Adults, 7 NMAC 8.2
| recommend temporary licensure.
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