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F 000 INITIAL COMMENTS F 000

 An onsite complaint investigation was conducted 

on 12/05/19. There was a total of 4 allegations, 2 

allegations were substantiated without citation 

and 2 allegations were unsubstantiated. The 

facility remains in compliance effecitve 10/23/19. 

Event ID UD8H11.

 

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

Electronically Signed
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