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 A 000 Initial Comments  A 000

Assisted living Programs are defined by the type 

of population served.  The census numbers were 

provided by the Program at the time of the 

on-site.

Number of tenants without cognitive disorder: 32

Number of tenants with cognitive disorder: 0

TOTAL census of Assisted Living Program: 32

During the recertification conducted to determine 

compliance with certification for the Assisted 

Living Program (ALP) and the investigations into 

Incident #72882-I and Complaint #72880-C, no 

regulatory insufficiencies were cited.
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