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On 12/26/2023, Surveyor conducted a desk 
review for Hunting for More Love. As a result, the 
previous deficient practice has been corrected 
and no new deficiencies have been identified.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM B2V212


