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 The surveyor entered the facility on 10/29/24 and 

exited on 10/31/24 to conduct a follow up survey 

and complaint investigation. Further information 

was obtained on 11/1/24 and 11/4/24. Therefore 

the exit date was changed to 11/4/24. 

Tags F696 and F 842 were corrected as of 

11/4/24. However, a new tag was cited as a result 

of the complaint investigation survey that was 

conducted at the same time as the revisit.   The 

facility is still out of compliance.

 

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

11/08/2024Electronically Signed
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program participation.
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