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 R 000 INITIAL COMMENTS  R 000

This visit was for a State Residential Licensure 

Survey. 

Survey date: April 13, 2023

Facility number: 014168

Residential Census: 47

Grand Valley Gardens Assisted Living Facility was 

found to be in compliance with 410 IAC 16.2-5 in 

regard to the State Residential Licensure Survey. 

Quality review completed April 14, 2023.
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