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S 000 Initial Comments S 000
An annual licensure survey was conducted on |
June 8, 2017. The survey findings were based on |
staff interview and the review of administrative
records, as well as the review of three of three
personnel records, and five of five board member
records. !
There were no deficiencies identified during the
inspection. The Agency was found to be in
substantial compliance with Title 29 Chapter 16,
Standards of Placement, Care and Services for
Child Placing. |
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