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A licensure survey was conducted by the Office of 

Health Care Assurance on October 3, 2024.  The 

census of adult day health program clients was 

76 clients, eight clients were included in the 

sample.

The facility was found to meet the program 

requirements of the Hawaii Administrative Rules, 

Title 11, Department of Health, Chapter 96, 

Freestanding Adult Day Health Centers.
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