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 A 000 Initial Comments  A 000

This is a 43 bed Specialty Care Assisted Living 
Facility (SCALF) with no (0) residents on January 
24, 2024.

An initial licensure survey was conducted to 
determine if the facility was prepared to operate 
in accordance with the Rules of the Alabama 
State Board of Health (SBOH), Alabama 
Department of Public Health (ADPH), Chapter 
420-5-20, Alabama Administrative Code, 
Specialty Care Assisted Living Facilities. 

The facility was recommended for licensure at 
this time.

CYNTHIA GRANGER, REGISTERED NURSE
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