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A complaint investigation survey was conducted

on 03/11/25. Additional information was obtained

offsite on 03/12/25. Therefore, the exit date was

changed to 03/12/25. Event ID# 3Y6E11. The

following intakes were investigated:

NC00227388, NC00227707, NC00227838 and

NC00227872.

7 of the 7 complaint allegations did not result in

deficiency.
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