PRINTED: 06/02/2008

FORM APPROVED
Division of Health Improvement
STATEMENT OF DEFICIENCIES X1) PROVIDERYSUPPLIE A ' (X3) DATE SURVEY
D B ORI (X1) PROVIDER/SUPPLIE n?s%rlt {X2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
B. WING
2144 05/2712009
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BEEHIVE HOMES OF SAN PEDRO - BUILDING gtg'ugﬂ'éggﬁ'EBg',{ﬂ‘D;?ﬁ?
X4y 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A 00| NO DEFICIENCIES A00

This Facility is in Compliance with all New Mexico

Regulations Governing Adult Residential Care

Facilities 7 NMAC 8.2,

No deficiencies were cited an May 27, 2009 for

New Mexico Reguiations Governing Adult

Residential Care Facilities, NMAC 7.8.2,

\
™
Divislon of Health Improvement
TITLE {X6) DATE

LABORATORY DIRECTOR'S Q] OVl FLIEX'REPRESENTAAIVE'S SIGNATURE

Wmnstrcht: 2207

STATE FORM K

oase VESK11

If continuation sheet 1 of 1



