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 A 000 Initial Comments  A 000

An Offsite Surveillance survey was conducted on 

04/03/20 related to CoVID-19 infection prevention 

and control. No deficiencies were cited.

No deficiencies were cited during a offsite 

Complaint survey completed on 04/23/20 for the 

state requirements of 7 NMAC 8.2, Regulations 

for Assisted Living Facilities. 

Complaint Intake #NM44252 was unsubstantiated 

with no deficiencies cited. 

An onsite surveillance survey was conducted on 

05/14/20 related to COVID 19 infection 

prevention and control. No deficiencies were 

cited.
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