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A 01 OPENING REMARKS 1 AD1 |
' No deficiencies were cited on 06/21/10 as a 1
+ result of a complaint survey for the requirements |
. of NMAC 7.8.2 for Adult Residential Care
Facilities. Complaint NM27147 was |
Substantiated with no deficiencies. '
| Areferral was made to the State Employee
Abuse Registry.
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