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A complaint investigation survey was conducted 01/06/26
through 01/07/26. Event ID #1E06D2-H1. The following 
intakes were investigated: 2695425, 2667089, 2650223, 
2600497, 2564386, and 878429, 11 out of 11 allegations
did not result in deficiency. 
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following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E06D2-H1 Facility ID: 923263 If continuation sheet Page 1 of 1


