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 A 001 7 NMAC 8.2.1 Issuing Agency

ISSUING AGENCY: New Mexico Department of 

Health, Division of Health Improvement, Health 

Facility Licensing and Certification Bureau.

[7.8.2.1 NMAC - Rp, 7.8.2.1 NMAC, 01/15/2010]

This REQUIREMENT  is not met as evidenced 

by:

 A 001

Attempted to conduct an offsite surveillance 

survey on April 2, 2020, related to COVID 19 

onfection prevention and control.
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