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F 000 INITIAL COMMENTS F 000

 An on-site recertification/complaint investigation 

follow up was conducted in conjunction with a 

new intake complaint investigation at the facility 

from 1/21/20 through 1/22/20 see event ID# 

8NXD12 for the recertification/complaint 

investigation follow up.  All twenty of the 

alligations were investigated on-site and all were 

unsubstantiated see Event ID# 6GYZ11 for 

information regarding the complaint investigation.
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