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F 000 INITIAL COMMENTS F 000

 A revisist, recertification, and complaint 

investigation survey was conducted on 05/19/25 

through 05/22/25. Event ID: UIKQ12. Tags F580, 

F641, F684, and F760 were corrected as of 

05/22/25. However, new tags were cited as a 

result of the recertification and complaint survey 

that was conducted at the same time as the 

revisit. The facility is still out of complaince.
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