Office of Health Care Assurance
State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facllity’s Name: Marikit G. Cardon’s ARCH CHAPTER 108.1

Addeery: | Inspection Date: February 14, 2026 (3% 6-month)
849 Hoomau Strect, Wailuku, Hawali 96793 |

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN.OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED..

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS PER HAR 111061
3(eX2). ¥ IT IS NOT RECEIVED WITHIN TEN (18) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WHLL
' BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULTIN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100,1-}e)(3)
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