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 S 000 INITIAL COMMENTS  S 000

02/05/25 arrived at the facility and spoke to 

Annette Swagar who confirmed the facility 

opened 7/2024 to accept residents, she stated 

the facility was an assisted living facility. At this 

time they have a home plus license with 

Independent living apartments and an "Air B n 

B". She further confirmed at this time the home 

pluse has a census of zero residents. She stated 

the plan is to have at least 4 residents by March 

so the home plus can officially open. She stated 

the facility cannot open unless they open with a 

census of 4 residents. Annette stated the facility 

had just recently received the HCBS certification. 

She stated she would call the department when 

they admitted their residents.
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