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L 000 INITIAL COMMENTS L 000
An unannounced onsite complaint survey was
completed on November 14, 2023. During the
complaint investigation the facility was found
compliant with regulatory requirements.
Health Repsonse and Licensure
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/15/23

STATE FORM 6899 PQR811 If continuation sheet 1 of 1



