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OPENING REMARKS

On August 23, 2012, a Life Safety Code survey
was conducted for an increase of capacity at the
above referenced facility per the provider's
request.

This facility was found in substantial compliance
with the Life Safety Code portion of the New
Mexico State Regulations for Assisted Living
Facilities for Adults 7.8.2 NMAC.

We recommend an increase of capacity for 8
residents with the following condition:

1. The two bedrooms and bathroom located on
the second floor are not included in this approval
and shall not be occupied by residents at this
time. If these rooms are ever intended for
resident use, the provider shall request review
and approval of their building plans by this
agency.

No further action is required at this time.
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