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An annual licensure survey was conducted on
January 9, 2013 to determine compliance with ;
Assisted Living Law "DC Code § 44-101.01". The
facility was found to be in substantial compliance
at the time of this survey based on staff and
patient interviews, clinical and administrative
" record reviews. The sample size consisted of two
(2) resident records based on a census of eleven
(11) residents and two (2) employee records
based on a census of thirteen (13) employees. ,
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