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F 000 INITIAL COMMENTS F 000

 A complaint investigation survey was conducted 

on 9/26/24. The survey team was unable to return 

onsite due to a hurricane which made travel 

conditions unsafe and communication impossible. 

Additional information was obtained offsite on 

10/8/24 when communication was restored. 

Therefore, the exit date was changed to 10/8/24.  

Event ID# 4SME11.  The following intake was 

investigated NC00222244. 

1 of the 1 complaint allegation did not result in 

deficiency.
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