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 A 000 Initial Comments  A 000

Assisted Living Programs for People with 
Dementia are defined by the population served. 
The census numbers were provided by the 
Program at the time of the on-site.

Number of tenants without cognitive impairment:
25

Number of tenants with cognitive impairment:
9

Total census: 34

No regulatory insufficiencies were cited during 
the investigation of Complaint #110603-C.

At the time of the visit, a  revisit was conducted  
to determine progress made in correcting the 
regulatory insufficiencies cited during 
investigation #107775-I (5997), 107984-I (5997) 
and #101389-I  (5573) completed on 10/4/22 and 
1/3/22. 

It has been determined these regulatory 
insufficiencies have been corrected.
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