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D 000| Initial Comments D 000
| An on-site monitoring visit was conducted on
| November 21, 2013, Upon several attempts to |
gain entry of the community residential facility
(CRF), the administrator was contacted via
telephone.
| Interview with the administrator on November 21,
| 2013, at 9:35 a.m. revealed that her business
was not operational due to a lack of admissions.
Surveyor will recommend a second 90-day |
provisional license. ‘
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