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A complaint investigation was conducted
04/19/21 with exit from the facility 04/19/21. An
additional onsite visit was conducted 04/22/21
with exit from the facility 04/22/21. Additional
information was obtained through 04/27/21.
Therefore the exit date was changed to 04/27/21.
4 of 4 complaint allegations were
unsubstantiated. Event ID #E71Z11.
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