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 L 000 INITIAL COMMENTS  L 000

This facility is in compliance with the 

requirements of 10 NCAC 3H, the Rules for the 

Licensing of Nursing Homes and Beds in Homes 

for the Aged Licensed as Part of a Nursing 

Home, 10 NCAC 42C and 10 NCAC 42D, Rules 

for the Licensing of Adult Care Homes.
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