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 M 000 INITIAL COMMENTS  M 000

On 11/04/2025, Surveyor conducted an 
abbreviated survey and 2 complaint investigations 
at 1925 Taft Ave Stable Living LLP. Data 
collection continued through 11/05/2025.

Both complaints were unsubstantiated.

One deficiency was identified.

Census: 4

 

 M 278 88.05(3)(b) FREE OF HAZARDS

The home shall be free from hazards  
and kept uncluttered and free of  
dangerous substances, insects and  
rodents.

This Rule  is not met as evidenced by:

 M 278

Based on observation and interview, the provider 
did not ensure the home was free from hazards 
when the furnace room had papers near the 
furnace, increasing the risk for fire.

Findings include: 

On 11/04/2025, at 3:17 PM, Surveyor observed 
the furnace room with a small stack of papers 
sitting next to the furnace. The corners of the 
papers had started to crinkle and had slight 
yellow discoloration. It appeared the papers were 
manipulated by the heat of the furnace. 

At approximately 4:00 PM, Surveyor observed the 
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furnace room with Manager A and shared 
concerns related to the papers located near the 
furnace. Manager A removed the papers and 
indicated s/he would find a different location to 
store the papers. 

The provider did not ensure the home was free 
from hazards when the furnace room had papers 
near the furnace that increased the risk for fire.
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