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 A 000 Initial Comments  A 000

On August 10, 2016, an Initial Life Safety Code 
Survey was conducted at above referenced 
facility as per the provider's request. At this time 
temporary license was not recommended.

On August 18, 2016, photos and documentation 
were sent to this office via email, addressing all 
issues.

At this time the facility is found in substantial 
compliance with the Life Safety Code Portion of 
the New Mexico State Regulation governing 
requirements for Assisted Living Facilities for 
Adults. 7 NMAC 8.2

Temporary licensure of the facility is 
recommended.
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