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X1y PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FORM APPROVED
(X3) DATE SURVEY
(X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B. WING
06/15/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1008 CHIRICAHUA SE

Regulations Governing Adult Residential
Facilities 7 NMAC 8.2.

deficiencies cited for Complaint Intake #
- NMO00027553 on 06/15/10.

This Facility is in Compliance with all New Mexico

A complaint survey was conducted with no
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