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(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IMR-34

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
09/01/2023

NAME OF PROVIDER OR SUPPLIER
OPPORTUNITIES AND RESOURCES, INC (HOUSE 1-B)

STREET ADDRESS, CITY, STATE, ZIP CODE
64-1510 KAMEHAMEHA HIGHWAY , WAHIAWA, Hawaii, 96786

PROVIDER'S PLAN OF CORRECTION

A re-licensing survey was conducted by the Office
of Healthcare Assurance (OHCA) on 09/01/22. The
facility was found to be in substantial compliance
with program requirements at Hawaii Administrative
Rules Chapter 11, Chapter 99.
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