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F 000 INITIAL COMMENTS F 000

 An onsite revisit was conducted on 08/22/22 

through 08/26/22.  Tags F880 and F550 were 

corrected as of 08/25/22.  The Directed Plan of 

Correction including the Root Cause Analysis was 

reviewed.  However, new tags were cited as a 

result of the recertification and complaint 

investigation survey that was conducted at the 

same time as the revisit.   The facility is still out of 

compliance.
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