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 N 000 Initial Comments  N 000

On 01/14/2025, Surveyor conducted a monitoring 

survey at Fairhaven Corporation for a capacity 

increase of license #0020570.

The survey resulted in no violations to DHS 83.

The facility is licensed as a class CNA, and is 

now approved to serve up to 49 (previously 26) 

residents within the client groups of: advanced 

aged, irreversible dementia/Alzheimer's, 

physically disabled, emotionally disturbed/mental 

illness and terminally ill.
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