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{N 000} Initial Comments {N 000}

A standard survey, verification visit, and 
investigation into 6 complaints was completed at 
Paisers Oakhaven S&C LLC BLDG II on 
03/19/2024 with information gathered through 
03/25/2024.  As a result of this investigation all 
previous deficiencies were noted corrected.  All 6 
complaints were unsubstantiated with no new 
deficiencies identified.

Per state statutes a $200.00 re-visit fee was 
assessed.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM R26013


