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R 000| INITIAL COMMENTS R 000
This visit was for a State Residential Licensure
Survey.
Survey dates: March 28 and 29, 2016
Facility number: 009669
Provider number: 009669
AIM number: N/A
Residential Census: 62
Sample: 7
Tanglewood Trace was found to be in compliance
with 410 IAC 16.2-5 in regard to the State
Residential Licensure Survey.
QR was completed by 99993 on 03/30/16.
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