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A000| Initial Comments A 000
On February 22, 2012, an initial Life Safety Code
survey was conducted at the above referenced
facility per the provider ' s request.
The capacity requested is seven (7) residents.
However, the plan review approval was for five
(5) residents until the concerns regarding the
fireplace in semi-private resident bedroom #106
were addressed. During this survey, it was
verified that all concerns regarding semi-private
resident bedroom #106 have been addressed.
The facility was found in substantial compliance
with the Life Safety Code portion of the New
Mexico State Regulations for Adult Residential
Care Facilities 7.8.2 NMAC.
| recommend temporary licensure.
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