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{C 000} Initial Comments {C 000}

Report by Jonathan Gamsey 

Based on your acceptable Plan of Corrections 
received on June 21 , 2024 for a Biennial 
Construction Survey, all previously cited 
deficiencies are noted as being corrected.  
Therefore no further action is required.

 

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM L9XS22


