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06/03/2026

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

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

PROVIDER'S PLAN OF CORRECTION

Census: 3

Sample Size: 2

A re-licensure survey was conducted by the Office
of Health Care Assurance on 6/1/26 to 6/3/26. The
facility was in compliance with Title 11, Chapter 99.
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