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 A 000 Initial Comments  A 000

On September 3 and 4, 2025, an unannounced 

complaint investigation was conducted for this 80 

bed Assisted Living Facility (ALF) with a census 

of 58.

There were two complaints investigated during 

this survey. Interviews were conducted with 17 

staff members and 51 residents of the facility 

during the onsite survey. LC#20250826003 and 

LC#20250703019 were unsubstantiated with no 

deficiencies cited as a result of the complaint 

investigations.

The facility was operating in substantial 

compliance with the Rules of the Alabama State 

Board of Health (SBOH), Alabama Department of 

Public Health (ADPH), Chapter 420-5-4, Alabama 

Administrative Code, for Assisted Living Facilities.

CONNIE CHERRY, REGISTERED NURSE
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