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 S 000 Initial Comments  S 000

INITIAL INSPECTION FOR LICENSURE of NEW 
or RENOVATED LONG TERM CARE 
FACILITIES

INITIAL INSPECTION DATE: 5/28/2021

THE FACILITY COMPLIES WITH THE 
BUILDING REQUIREMENTS FOR LONG TERM 
CARE FACILITIES REGARDING THE 
INSPECTION OF 
CONSTRUCTION/RENOVATIONS TO THE 
FRONT ENTRANCE INCLUDING A NEW 
ACCESS RAMP AND MODIFICATION TO THE 
FRONT LOBBY.

THE BUILDING MAY NOT BE OCCUPIED UNTIL 
YOU RECEIVE FORMAL NOTIFICATION BY 
THE LICENSING PROGRAM.
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