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A. BUILDING: 01
R
HAL092186 B. WING 04/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1437 AVERSBORO ROAD
FOUNDATION SENIOR LIVING
GARNER, NC 27529
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{C 000} Initial Comments {C 000}
Report by Suzanna Fay of a Follow Up
Construction Survey by Documentation.
Based on documentation received by this office
on April 26, 2024, all previously cited deficiencies
have been corrected or will be corrected by May
10, 2024 and no further action is required at this
time.
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