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F 000 INITIAL COMMENTS F 000

 An unannounced on site revisit and complaint 

investigation survey was conducted on 6//3/2021 

to 6/4/2021.  Additional information was obtained 

offsite on 6/7/2021 and the facility was back in 

compliance effective 5/11/2021.  The Directed 

Plan of Correction including the Root Cause 

Analysis was reviewed.  4 of the 4 complaint 

allegations were not substantiated.   Event ID # 

DZ4D11.

4 of the 4 complaint allegations were 

unsubstantiated.
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