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A complaint investigation was conducted on i
August 1, 2017 in your facility. The result of the
investigation was substantiated with no
deficiencies cited. |
i
¥

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (X8) DATE
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Any deficiency stalement ending with arl asierisk (*) denoles & deficiency which Lhe Instiiution may be excused fram cosrecting providing it is determined that
other safeguards provide sufficlent pratection to the natienis. (See instructions.) Except for nursing homes, the findings sitaled sbove ara dizclosable 80 days
fallowlng the date of survey whether or not 3 plan of correclion is provided For nursing homes, the above findings =nd plans of correction are disclosable 14
days following ine date {hese documents a2re made avsllable to the facllity. If deficiencies are ciled, =n approved plan of correction Is requlshie to continued
program participation.
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