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T 000 Initial Comments T 000
No deficiencies were cited during the initial survey
conducted to determine compliance with licensing
rules for a 3-5 Bed Specialized Licensed
Residential Care Facility.
DIVISION OF HEALTH FACILITIES - STATE OF IOWA
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 1FHD11 If continuation sheet 1 of 1



