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An unannounced complaint/incident investigation
survey, ACTS reference numbers 100784,
101881, 101735, was conducted at this residence
on 10/10/2025 to determine compliance with state
regulations. No deficiencies were identified.
Facilities Regulation
TITLE (X8) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6849

13KX11

If continuation sheet 1 of 1





