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An on site survey was conducted on December 9,
2020 in order to determine compliance with North
Carolina Rules Governing The Certification of
Clinics For The Performance of Abortions. No |
deficiencies were cited.
|
|
|
|
Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 7X7311 If continuation sheet 1 of 1




