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A Complaint investigation was completed for

intake #NM00028399 for NMAC 7.8.2 regulations

governing Assisted Living facilities.

The Complaint was Unsubstantiated.

Deficiencies are cited in the body of this report.

Division of Health Improvement
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

KQHV12

If continuation sheet 1 of 1



