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{R 000} Initial Comments {R 000}
On March 11, 2011, a follow-up inspection was
completed t{o determine if systems failures
identifed during the January 28. 2011 ;
investigation had been abated. Based on g
observations, interviews and record reviews, it ]
was determined that the residence had abated all
January 28, 2011 deficiencies and were in
compliance with Assisted Living Law "DC Code §
44-101.01."
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