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§ Rules and Ragulations utitized for this survey ara:

* Rules and Beguiations for Program
. Administration of Assisted Living Faciliies,
i Chapter 12, effective 08/24/2020.

| Rules and Reguistions for Licensure of Asgisted
' Living Facilities, Chapter 4, effective OR/28/2001. |
- Acomplaint survey was conducied by Healthoare |
 Licensing and Surveys on 12/27/24. The survey |
was promptad by complaint intakes LIG-24414, |
CLIC-24-087, LIC-24-078, LIC-25-008, LIC-25-008 |
cand LIC-25.-024, It was determined, based upon |
{ the findings of the survey, thet no deficiencies
Pwere identified pertaining o the complaint

! investigation,
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