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A 000 Initial Comments i A 000 \
- Surveyor: 22697 ‘ ‘
- ©n 9/15/10 a complaint investigation was | }
conducted for intake # NMC0026723. ; ;
' The complaint was unsubstantiated. * ‘
. ; .
An annual survey was also conducted on 8/15/10. |
; The facility was found to be in substantial :
compiiance with NMAC 7.8.2 ASSISTED LIVING | !
FACILITIES FOR ADULTS. f |
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