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R 000 Initial Comments R 000
An annual licensure survey was conducted on
01/23/19 to determine compliance with Assisted
Living Law "DC Code 44-101.01." The Assisted
Living Residence provided care for 14 residents
and employed 13 personnel to include
professional and administrative staff. The findings
of the survey were based on observations, record
reviews, and interviews. The survey findings
determined that the facility was in substantial
compliance with DC Code 44-101.01, and no
deficiencies were cited.
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