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A. BUILDING:
ALR01506 B. WING 1112712024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
700 SMITH STREET
CAPITOL RIDGE AT PRCVIDENCE
PROVIDENCE, R 02908
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DEFICIENCY)
S 003| Initial Comments 5003
An unannounced complaint/incident investigation
survey, ACTS reference numbers 98356, 98327,
97976, 97930, and 97410, was conducted at this
residence on 11/27/2024 to determine
compliance with state regulations. No
deficiencies were identified.
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