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 L 000 INITIAL COMMENTS  L 000

A complaint investigation was conducted on 

3/29/23.  Event ID #SM7811.  The following 

intake was investigated: NC00199451. Two (2) of 

the 2 complaint allegations did not result in 

deficiency.

 

Division of Health Service Regulation

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

If continuation sheet  1 of 16899STATE FORM SM7811


